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OXYCEL 


oxidized cellulose 


Where clamp and ligature cannot control capillary 


bleeding, OXYCEL (oxidized cellulose, Parke-Davis) 


provides prompt hemostasis. Operative procedure 


is shortened and postoperative hemorrhage 
Sterlzed, 


often eliminated by use of this absorbable hemostatic. 


puree PLERGETS OXYCEL is easy to use — it is applied directly from the 


Sterilized, cotton-type, 2%4 inch 
x 1 inch portions. 


(XYCEL STRIPS container, and conforms readily to all wound surfaces. 
Sterilized, four-ply, gauze-type 
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ply 18 inch x 2 inch; four-pl > | 
ik There’s a form of OXYCEL for every surgical use. 

four-ply 3 yard x 2 inch, 

pleated in accordion fashion. 


OXYCEL FOLEY CONES 
Sterilized, four-ply, gauze- 

type discs, 5 inch and 7 inch 
diameters, conveniently folded 

in radially fluted form. 


Supplied in individual 
glass containers. 
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To cope with emergencies... 


a needed item for the physician’s bag 


Anesthesia requirements in accidents and other emergencies make 
VINETHENE a desirable item in every physician’s bag. VINETHENE is 
a practical inhalation anesthetic for short periods of anesthesia. 
Administered by open-drop technic, it induces anesthesia rapidly 
and blandly, and is characterized by prompt recovery with a 


minimum of postoperative nausea. 


Literature on request 


VINETHENE 


(Vinyl Ether for Anesthesia U.S.P. Merck) 
AN INHALATION ANESTHETIC FOR SHORT OPERATIVE PROCEDURES 


Research and Production IME Cco., INC. 


for the Nation’s Health \ : RAHWAY, NEW JERSEY 
, In Canada: MERCK & CO. Limited-Montreal 
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Vil 


PATHOLOGIC ANATOMY 


Your Laboratories... 
Our Responsibility 


Duncan 
Laboratories 


Established 1921 


KANSAS CITY, MO., 
909 Argyle Bldg. 


JOPLIN, MO., 230 Frisco Bldg. 


Associated 
Laboratories 


INDEPENDENCE, MO. 
Physicians Laboratory 
First National Bank Bldg. 


LEXINGTON, MO. 
Lexington Memorial Hospital 


SEDALIA, MO. 
Bothwell Memorial Hospital 


WARRENSBURG, MO. 
Warrensburg Medical Center 


Curbstone Consultation 


Renal glycosuria is an anomaly of the 
physiology of the kidneys, often familial, 
in which the threshold of excretion of 
sugar via the kidneys is lowered so that 
despite normal blood sugar levels, gly- 
cosuria occurs. This glycosuria may be 
present following meals, following éxer- 


cise or continuously. It is not of serious 
pathological nature. 


Todd & Sanford, Clinical Diagnosis by 
Laboratory Methods, Saunders, 11th 
eidtion, 1948, p. 166. 


Pathologically 
Speaking 


GLYCOSURIA 


HE presence of sugar in the 

urine does not always mean 
that the patient is suffering with 
diabetes mellitus, although per- 
sistent glycosuria is most likely 
due to diabetes mellitus. 

Oftentimes, anywhere from a 
trace to a 2 plus reading for su- 
gar will be obtained in urine ex- 
creted following anesthesia, after 
shock or associated with head in- 
juries. If hemorrhage or injury 
occurs in the floor of the fourth 
ventricle, the patient is especially 
likely to show glycosuria. 

Should the urine specimen be 
obtained after the patient has 
undergone the stress of anger or 
fear or anxiety (in some individ- 
uals the strain incident to a phys- 
ical examination is sufficient), 
again sugar may be present, due 
presumably to the effect of in- 
creased epinephrine secretion in 
mobilizing liver glycogen to glu- 
cose. 

In cases of hyperthyroidism and 
pregnancy, patients frequently 
spill excess amounts of sugar into 
the urine. As the hyperthyroid 
state is treated, the glycosuria 
clears. The sugar occurring dur- 
ing pregnancy and the post 
partum lactation period is most 
frequently lactose, a finding of 
no serious import. 

Certainly, in any patient who 


RALPH EMERSON DUNCAN, M. D. 


shows glycosuria on two or more 
occasions, a glucose tolerance test 
should be done. If the test is per- 
formed properly, one has valuable 
information regarding whether 
the glycosuria is really that of 
true diabetes or represents merely 
the result of a lowered renal 
threshold. 

Normally, individuals do not 
show sugar in the urine until the 
blood level exceeds 180 mgm. 
In individuals with a lowered 
renal threshold, we may see as 
much as a 2 plus to 3 plus sugar 
in the urine, while the blood 
level does not exceed 130 or 140 
mgm. All of us have seen pa- 
tients who, because of the pres- 
ence of sugar in repeated urine 
specimens, are diagnosed as dia- 
betics without benefit of blood 
sugar studies, only to prove out 
later, after perhaps months or 
years of unnecessary dieting and 
fearfulness of the complications 
of diabetes, to be on the basis of 
a lowered kidney threshold. 

Therefore, all cases showing 
repeated glycosuria should be 
evaluated in relation to blood su- 
gar levels which exist at the same 
time that the urine samples are 
collected. For this purpose, the 
standard glucose tolerance tests 
are most useful. 


LORAINE E. SCHULTZ, M. D. 


ALBERT E. UPSHER, M. D. 
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In minor and major surgery, for induction or 
induction and maintenance, alone or in combina- 
tion with other anesthetics, PENTOTHAL Sodium 
continues to grow in popularity in operating 
rooms throughout the civilized world. Not 
without reason: 

Eighteen years of experience, nearly 1900 


"Actually, it has not been so 
much a case of PENTOTHAL Sodium’s 


supplanting other anesthetic ‘ : 
published reports have shown that intravenous 
b anesthesia with PENTOTHAL means a smooth, 
easy induction, generally without anxiety. 
and supplementing them to And that deeper anesthesia may be had in 
the mutual advantage a moment, as needed. Recovery is short, 
of one another.” pleasant and usually without nausea. No bulky 
Adams, R. Charles (1951), Intravenous Administration of frightening equipment 18 needed. The fire 
Pentothal Sodium in Combination with Other Anesthetic and explosion hazard is eliminated. And, as 
Agents and Methods, J. Missouri Med. Assn., August. 

it says above, this ultra-short-acting barbi- 


turate complements and supplements other 


agents to “‘the mutual 
advantage of one another.” ott 


FOR INTRAVENOUS ANESTHESIA Mil Sodium 


(STERILE THIOPENTAL SODIUM, ABBOTT) 
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MRS. ELEANOR ROOSEVELT 


World-famous wife and mother; Senior United 
States Representative of the United Nations Gen- 
eral Assembly; author, radio and television com- 
mentator; internationally respected and admired 
for her interest in, and understanding of, all peoples. 


MR. RUPERT HUGHES 
Author, playwright, producer, poet, biographer, 
composer; chief assistant editor of the 25-volume 
History of the World published by Encyclopaedia 
Britannica; veteran of two world wars; Hollywood 
writer, Doctor of Letters,director and commentator. 


HONORABLE CHARLES EDISON 
Son of the late Thomas A. Edison; former Assist- 
ant Secretary and then Secretary of the Navy; 
former Governor of New Jersey; guiding force as 
officer and/or director in many nationally known 
civic, educational and industrial organizations. 


These three great 


Americans can afford any 


type of hearing aid 


at any price. They wear 
the seventy-five dollar 


Zenith hearing aid. 
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Approved 
ABILITY INCOME POLICY 


pproved and endorsed by the Council and the House of Delegates. 


Investigated, analyzed and recommended by the Committee on Medical Ecc 


nomics. 


639 New Engla 


@ Endorsed and Supervised by your Society 
@ Non-Cancellable Features 
@ Lifetime Accident Benefits 
@ Five-year Sickness Benefits 
@ Local Claim Service 


Serviced by 

FIRST INSURANCE AGENCY 
Washington National Insurance Company 

nd Building 


Topeka, Kansas 


A Well 
Equipped 
Institution 
for the 
Nervous and 
Mental 
Diseases and 
Alcohol 
Drug and 
Tobacco 
Addictions 


HERMON S. MAJOR, M.D. 


THE MAJOR CLINIC ASSOCIATION 


3100 EUCLID AVENUE 


KANSAS CITY, MISSOURI 


Beautiful 
Location 
Large, 
Well Shaded 
Grounds 
Spacious 
Porches, 
All Modern 
Methods for 
Restoring 
Patients toa 
Normal 
Condition 


Elderly People Accepted — Special Rates 


HERMON S. MAJOR, JR. 


Medical Director Business Manager 
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Meat... 


and High Protein Therapy 
in Liver Cirrhosis 


A recent critical study of the results of dietary treatment in 68 pa- 
tients with liver cirrhosis indicates that in its early stages the disease 
may respond to a nutritious high protein diet.* In most instances, ad- 
vanced cirrhosis can be stabilized, if dietary and living habits are properly 
adjusted, permitting patients to return to useful endeavors. 


Biopsy was employed in establishing diagnosis of liver cirrhosis and 
in determining the extent of liver change. Individual patients were fol- 
lowed for from one to three or more years. The basic therapeutic regimen 
consisted of 200 Gm. protein, 500 Gm. carbohydrate, sufficient fat to 
render the food appetizing, moderate vitamin supplement (one thera- 
peutic capsule daily), and one-half ounce of brewer’s yeast three times 
daily. Variables included use of a low calorie diet (1,500 calories or less) 
with 150 Gm. protein, 1 Gm. methionine four times daily, and intrave- 
nous injections of liver extract. 


Meat can play a significant role in the dietary treatment of the patient 
with liver cirrhosis. It is an outstanding source of protein of excellent 
biologic quality, the B group of vitamins, iron, and other essential min- 
erals—nutrients especially important in the therapeutic regimen. Other 
advantages of meat are its palatability, its stimulating effect upon the 
flow of digestive juices, and its easy digestibility. 


*Davis, W. D., Jr.: A Critical Evaluation of Therapy in Cirrhosis of the Liver, South. M. J. #4:577 (July) 1951. 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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“Woodcroft Hospital-Pueblo, Colorado 


A private hospital for the scientific treatment of neuro-psychiatric disorders, including alcoholism 
and drug addiction. Beautiful landscaping and home-like surroundings afford a restful atmos- 
phere. Accommodations vary from single rooms with or without bath to rooms en suite, allowing for 
segregation of guests. 


4 


Detailed information furnished on request. 
Karl J. Waggener, M.D. 


It's Convenient to Buy Kanox 
THERAPEUTIC OXYGEN AND pecs GASES 


Oxygen Therapy Nitrous Oxide 


Regulators and Equipment Ethylene 
Carbon Dioxide 
Repair Service for 
Helium 
Regulators, Flowmeters Oxygen 
and Humidifiers Cyclopropane 


KANSAS OXYGEN, Inc. 


Phone 6392 HUTCHINSON, KANSAS Box 551 
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The name Schering has come to stand for pioneering 
research and leadership in steroid hormone chemistry. 
Now Schering adds this: new important product to its 
steroid line— available in ample amount to meet all 


your cortisone needs. 


Available as 25 mg. tablets, bottles of 30. For complete information 


write to our Medical Service Department. 


& 
CORPORATION-BLOOMFIELD,N.J. 
: 
iz 


Stress... 


Stressor factors which evoke autonomic responses 
occur often in our civilization. They are not always 
of external origin, frequently, stress springs from 
the “well of uncertainties, the fears, the angers, and 
the hostilities that an inadequate childhood nurtures 
in troubled people in a troubled world.” ! 


FREQUENCY AND SEVERITY OF ATTACKS 


MOTHER BETTER 


PREGNANT 
LOSS OF WEIGHT 


CAME TO CLINIC ———_—__> 
C118 11 


DIFFICULTIES WITH CHILDREN- 
ANNOYED WITH HUSBAND ——> 


TENSION OVER 
HOUSEKEEPING 


After: Relationship Between Life Stress And Symptoms — 
Stevenson, I.: G.P. 4: 67 (Dec.) 1951 

When emotions aroused by these stresses are not 
dissipated in appropriate biological behavior, height- 
ened autonomic impulses beat against a “moored” 
physique. 

Incessant “emotional buffeting” impinged on 
labile autonomic pathways is likely to produce 
deviations from normal body function and a rash 
of symptoms. In such cases, both branches of the 
autonomic nervous system are involved. For symp- 
tomatic relief oral administration of cholinergic 
and adrenergic blocking agents and central sedation 
has proven successful. Drugs effective for the sev- 
eral actions respectively are: belladonna alkaloids, 
ergotamine tartrate and phenobarbital. These drugs 
may be used individually or in combination,* as 
required by the individual case, to effect more stable 
function of the autonomic nervous system, thereby 
“dampening” overactivity of the involved organ 
systems. 

* Dosage of each ingredient adjusted to the needs 

of the particular patient. 

1Cleghorn, R. A. and Graham, B. F.: Recent Progress 


in Hormone Research, Vol. IV, New York, Academic 
Press, Inc., 1949, p. 323. 


Sandoz barmaceuticals 


; DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, N. Y. 
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specialized service 
assures ‘know-how’ 


TOPEKA Office: 

J. E. McCurdy, Rep., 
1035 Randolph Avenue, 
Telephone 2-3027 


Cook County Graduate School of Medicine 
ANNOUNCES CONTINUOUS COURSES 


SURGERY—Intensive Course in Surgical Technic, Two 

Weeks, starting September 22, October 6, October 20. 

Surgical Technic, Surgical Anatomy & Clinical Surgery, 
Four Weeks, starting October 20. 

Surgical Anatomy & Clinical Surgery, Two Weeks, start- 
ing September 22, November 3. 

Surgery of Colon & Rectum, One Week, starting Septem- 
ber 15, October 20. 

Gallbladder Surgery, Ten Hours, starting October 20. 

Bronchoscopy, One Week, by appointment. 

General Surgery, One Week, starting October 6. 

General Surgery, Two Weeks, starting October 6. 

Breast & Thyroid Surgery, One Week, starting October 6. 

Esophageal Surgery, One Week, starting October 13. 

Thoracic Surgery, One Week, starting October 20. 

eS & Traumatic Surgery, Two Wecks, starting 

tober 


Course, Two Weeks, starting 


Vaginal A Esl to Pelvic Surgery, One Week, starting 
September 22, November 3. 


OBSTETRICS—Intensive Course, Two Weeks, starting Sep- 
tember 29, November 3. 


MEDICINE—Electrocardiography & Heart Disease, Two 
Weeks, starting September 22. 
Intensive General Course, Two Weeks, starting oe ‘3. 
Gastroenterology, Two Weeks, starting 
Gastroscopy & Gastroenterology, Two Weeks’ starting 


15, N 
CYSTOSCOPY—Ten-Day Practical Course. starting every 
two weeks. 
DERMATOLOGY—Intensive Course, Two Weeks, starting 
October 13 


K COUNTY HOSPITAL 


Address: Registrar, 707 So. Wood St., Chicago 12, Ill. 


= 
: 
} 
| 


SEPTEMBER, 1952 


A SILENT PARTNER .. . Continental’s Companion Policies 


A DISABILITY 
Sec LIFE INCOME PROGRAM 
FOR ELIGIBLE MEMBERS 
OF YOUR STATE 
|; PROFESSIONAL GROUP 


Lifetime Protection 


ce for both 


Sickness & Accidents 


ACCIDENT AND CONFINING SICKNESS 


Pays $ 400 Monthly Benefits first 2 years ($200 Ist mo.) and 


$ 300 Monthly Benefits thereafter for life. 


Pays $ 600 Additional Monthly Benefits 


First 3 Months for Hospital Disability. 


Pays $ 7,500 Accidental Death Benefits, $12,500 Double Indemnity. 
Pays $10,000 Loss of Hands, Feet or Eyes, $15,000 Double Indemnity (or) 


$ 5,000 Cash, & $400 monthly first 2 years, $300 monthly thereafter. 
Adjusted benefits for disabilities occurring after age 60. 


SPECIAL FEATURES 


No Cancellation Clause,—Standard Provision 16 Non Pro-Rating,—Standard Provision 17 
No Terminating Age,—Standard Provision 20 Non-Assessable,—No Contingent Liability 
No Increase in Premium,—Once Policy is Issued Non-Aggregate,—Previous Claims Paid do 


Grace Period 15 Days 


not limit Company's Liability 


Unusually Complete Protection 


* Pays Monthly Benefits from 1st Day to Life. 
* Pays Benefits for both Sickness and Accident. 

* Pays Lifetime Benefits for Time or Specific Losses. 

* Pays Regular Benefits for Commercial Air Travel. 

* Pays Benefits for Non-Disabling Injuries. 

* Pays Benefits for Non-Confining Sickness. 

* Pays Benefits for Septic Infections. 

* Pays Whether or not Disability is Immediate. 

* Waives Premiums for Total Permanent Disability. 

* Renewal is guaranteed to individual active members, except for 
non-payment of premium, so long as the plan continues in 
effect for the members of your designated organization. 


Boyd & Boyd, Inc. 


CONTINENTAL CASUALTY COMPANY 
30 EAST ADAMS STREET—SUITE 1100—CHICAGO 3, ILLINOIS 


Health With 


Policy I.P.-1327 
For Ages 59 to 75 


NOTICE-°"” 


Companion Policies GP 1309 and IP-1308 pay the above benefits. 
IMPORTANT — Permit no agent to substitute — IMPORTANT 
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THE NEUROLOGICAL HOSPITAL 


announces the completion of 


A NEW GERIATRICS UNIT 


Fire Proof — Elevator For The Physically fll — All Hospital Facilities 


Choice of Kansas City Psychiatrists — Fully Controlled by 
the Medical Stoff — Lower Rates Than in the Main Hospital 


Medical Staff — Medical Staff — 


Sylvia Allen Frank J. Koenig 
Edward E. Baumhardt ar. Louise B. Loewy 
Marvin L. Bills  . z Albert Preston, Jr. 
John D. DeMott G. Wilse Robinson 
Merrill T. Eaton sm : G. Wilse Robinson, Jr. 
B, Landis Elliott William F. Roth, Jr. 
Louis H. Forman A. T. Steegmann 
Paul Hines E. H. Trowbridge, Jr. 


Morton Jacobs James E, Young 


Recreation Area Available to 
All Hospital Patients 


Addiess All Inquiries to Individual Psychiatrists or to the 
Neurologica' Hospital, 2625 West Paseo, Kansas City, Mo. 


ACCIDENT e HOSPITAL e SICKNESS 


INSURANCE 


For Physicians, Surgeons, Dentists Exclusively 


PHYSICIANS 
SURGEONS 
DENTISTS 


Child to age 19 

$5,000 accidental death ~~ Quarterly $8.00 $15,000 accidental death Quarterly $24.00 
$25 weekly indemnity, accident and sickness | $75 weekly indemnity, accident and sickness 


$10,000 accidental death Quarterly $16.00 | $20,000 accidental death Quarterly $32.00 
$50 weekly indemnity, accident and sickness $100 weekly indemnity, accident and sickness 


COST HAS NEVER EXCEEDED AMOUNTS SHOWN 
HOSPITAL BENEFITS 
Single Double Triple Quadruple 
60 days in Hospital 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
30 days of Nurse at Home 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
Laboratory Fees in Hospital .00 10.00 15.00 2 
Operating Room in Hospital 
Anesthetic in Hospital 
X-Ray in Hospital 
Medicines in Hospital 
Ambulance to or from Hospital 


$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATION $18,900,000.00 
INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 
50 years under the same management 


400 FIRST NATIONAL BANK BUILDING OMAHA 2, NEBRASKA 
$200,000.00 deposited with State of Nebraska for protection of our members 
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The Upjohn Company in early June 
announced production of Cortisone Ace- 
tate, 25 mg. Tablets. 
Now we are announcing the availability : 
of Corticotropin (ACTH). : 
Sterile Corticotropin (Upjohn) is avail- 
able in two potencies: in vials containing 
25 U.S.P. units and in vials containing 


40 U.S.P. units. 
Upjohn’s extensive experience in the - 
research and manufacture of adrenal cor- . 
tical products has made it possible to pro- i 


vide the medical profession with both 4 
Cortisone and Corticotropin. 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 


to this era of metabolic medicine 
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YEARS TREATING ALCOHOL 
AND DRUG ADDICTION 


In 1897 Doctor B. B. Ralph developed 
methods of treating alcohol and narcotic addiction that, by the 
standards of the time, were conspicuous for success. 

Twenty-five years ago experience had bet- 
tered the methods. Today with the advantages of collateral medicine, 
treatment is markedly further improved. 

The Ralph Sanitarium provides personal- 
ized care in a quiet, homelike atmosphere. Dietetics, hydrotherapy and 
massage speed physical and emotional re-education. Cooperation 
with referring physicians. Write or phone. 


The | 
SANITARIUM | 


Established 1807 


Ralph Emerson Duncan, M.D. 
DIRECTOR 


529 HIGHLAND AVENUE @ KANSAS CITY 6, MISSOURI 


Telephone Victor 3624 
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More medical progress has occurred in 
his lifetime than in a dozen previous 
generations. Two-thirds of the medicines 


he uses today were unknown only ten years 


ago. As a result of this progress, he has 


acquired the problem of keeping abreast. 
He solves it in some measure by attending 
medical conventions, where he listens to 
lectures on most recent developments. 
There, too, he visits technical exhibits 

and learns of the most recent products 
from companies whose support helps 


make these conventions possible. 


At one of these, back in the twenties, 

Dr. Harris was astonished by the announce- 
ment that an ancient Oriental herb had 
received scientific support. This was the 


beginning of a whole new series of ever- 


improving medicines. Oddly enough ... —.__ 
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... it all began with Ma Huang 


In the Chinese village of his birth, young Chen had seen things which assured 
him that many of the herbs which his people had used for thousands 

of years were potent remedies. This he believed despite his respect for the 
Western doctor who would use only drugs from abroad—drugs which 

were scientifically established. Eventually his ambition to prove his belief brought 
him to America, where he studied pharmacy and, later, advanced chemistry, 
physiology, pharmacology, and, finally, medicine. Thus equipped, he returned to 
China, where he began his experiments with the herb Ma Huang. After 

isolating the active principle as crystalline ephedrine, he and Dr. Carl F. Schmidt 
conducted experiments and proved that ephedrine truly had the 

properties for which the crude drug had been used empirically. Following the 
well-received presentation of these facts to the 1926 convention of the 

American Medical Association, Dr. Chen accepted the direction of Lilly’s 
pharmacologic research. There, continuation of his studies was instrumental 

in developing a series of even better synthetic decongestants. Thus, paradoxically, 
a small boy’s faith in his people’s traditions led to progress in modern medicine. 
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Introduction to Trends in Nursing 


The medical profession, the nursing profession, and the hospitals make up a team working for one pur- 
\ose—to care for the sick and to promote preventive medicine. The three groups are so closely interre- 
ated that changes which affect one group are of concern to all three. The care of sick people will be 


only as efficient as the cooperation of the three groups, and anything that weakens one will weaken the 


entire program. 
Changes have been proposed within the nursing profession which are of concern to the members of the 
medical profession of Kansas, because they have been, are, and will be having their effects upon nursing 
education and nursing care of the patients. Two of these were thought to be of sufficient significance to 
the medical profession to devote this issue of the Journal to a presentation of both sides of the proposals. 
One is the resolution for a 40-hour, five-day work week for registered professional nurses to be presented 
to and voted upon by the Kansas State Nurses’ Association at its meeting in Hays, October 21, 22 and 23. 
The other is the modern trend toward emphasis on larger, university training schools for nurses, with a 
corresponding de-emphasis on the training schools in the smaller hospitals which do not confer academic 


degrees in connection with certificates of eligibility for nursing. 


In this issue of the Journal there is a presentation of various phases or implications of these two develop- 
ments. The Journal regrets that the Kansas State Nurses’ Association, although invited to contribute sev- 
eral articles from different sources, did not submit any material for this issue. Their reticence may be 
understood, however, in view of the differences of opinion existing within their own group. Other con- 


tributors were invited bécauSe of their peculiar experience with these problems, and in each case their 


experiences are directed toward explanation but not in the spirit of criticism. 


It is hoped that the members of the Society will read them to sufficiently inform themselves of the 
facts in order that they may have a sound basis on which to form their own opinions as to what is best 


for the patient. For in the final analysis the nursing profession, as well as medicine, exists for no pur- 


pose other than to care for the patient. 
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A Survey of Nursing as Related to Kansas” 


Thomas R. Hood, M.D., M.P.H.,** and Roberta E. Foote, R.N., M.P.H.+ 
Topeka, Kansas 


Everyone knows that there is a nursing shortage 
and that nursing service is not always of the high 
quality which we all desire. A brief study of some 
of the factors which have contributed to the prob- 
lem and of the steps being taken or proposed to im- 
prove nursing service may be helpful. With this 
in mind the following information has been assem- 
bled from the nursing literature. 


How Many Nurses Are There? 


Number of Graduates of Nursing Schools, 1900-1949, with 
Estimates to 1960.1 
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Graduates 


50,000 


40,000 


Smpothed 


30,000 


20,000 


1900 1910 1920 1930 1940 1950 1960 


The largest number of students ever to enter 
nursing schools was reported during World War II 
under the Cadet Nurse Corps program. There was 
a decided drop at the close of the war, but by 1951 
the number of students had returned to the “nor- 
mal” upward curve. 

In spite of this rather steady increase, a study made 
in May, 1951, by the Health Resources Advisory 
Committee of the Office of Defense Mobilization 
states that we will face a deficit of 49,000 nurses by 
1954. Civilian nursing services alone will require 
379,500 nurses; and, if the Armed Forces reach a 
strength of five million men, an additional 25,000 
nurses will be needed. Total requirement within 
three years is estimated to be 404,500 nurses. 

One in every 10 high school graduates would need 
to enter nursing schools to meet these needs. Yet 
the nursing schools were about 20 per cent short of 
their quota of students in September, 1951. 


*This summary was prepared for members of the Kansas State 
Board of Health, at their request, by members of the staff of the 
Kansas State Board of Health. Approved by Kansas League of Nurs- 
ing Education and Kansas State Board Nurse Registration and 
Nursing Education. 


**Executive Secretary, Kansas State Board of Health. 
of Public ” Health Nursing, Kansas State Board of 


It is sometimes said that nurses do not remain i: 
the profession long enough to make their educatio: 
worthwhile. However, the average working ex 
pectancy of a nurse is 15.3 years.! The followin; 
graph and table show an interesting pattern in re 
gard to nursing careers: 


Number of Nurses 


Proportion of Professional Nurses Who Are Alive and Active in th 
Profession, by Years Since Graduation from Nursing School, 1949.’ 


1,009 


Years since graduation 


Numbers of Graduates of Schools of Nursing in the United States 
Who Are Alive and hag vo Who Are Active in Nursing 


by Age, 1949.1 
Number of Graduates 

Age Active in 

Group Total Living Nursing 
Total 835,448 748,282 300,533 
20-29 yrs. 237,041 233,042 118,105 
30-39 yrs. 217,078 205,254 Ti 221 
40-49 yrs. 183,028 166,763 57,331 
50-59 yrs. 111,783 91,816 - S321 
60 yrs. and over 86,518 51,407 10,758 


Eight Kansas nurses who were charter members 
of Kansas State Nurses’ Association in 1912 are 
still actively engaged in nursing and members of 
their professional organization after a period of 40 
years. 

While in 1927, 41 per cent of all nurses, active 
and inactive, were married, in 1950, 75 per cent 
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vere married. The per cent of married active nurses 
a 1951—42 per cent—was higher than the per cent 
f all married nurses in 1927. 

It has been found that with the birth of the first 
hild, the large majority of wives withdraw from 
mployment. As the children reach school age, many 
vives return to professional activity. As a result of 
hese movements, a somewhat greater proportion of 
vomen between the ages of 35 and 55 are currently 
ound in the postwar labor force than in the age 
croups 20-34 years.! 


Where Are the Nurses? 


‘stimated Number and Per Cent of Active Professional Registered 
Nurses in the United States and Territories, 
by Field of Nursing, 1949.2 


Field of Nursing Number Per Cent 
Total 300,533 100.0 
Mospital and other institution 141,882 47.2 
School of nursing 7,839 2.6 
Hospital and school of nursing 4,044 1.3 
Public health 28,930 9.6 
Public health and school of nursing 272 J 
Private duty 65,032 21.6 
Industrial 13,113 44 
Office of physicians 26,444 8.8 
Other 
Unclassified 11,606 3.9 


REGISTERED PROFESSIONAL NURSES WORK IN xy 
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Administrative, Supervisory 
(giving direct service to 
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A study of this table and graph shows that 68.8 
per cent of nurses are responsible for, or directly 
giving, nursing service to patients in hospitals and 
institutions if the privatesduty nurses are included. 


Why Is There A Nursing Shortage? 
1. The growth in demand for hospital care: 


Blue Cross and other such plans make this 
possible financially. 

Physicians urge it to conserve their time 
and because of treatments and tests requir- 
ing it. 

Modern homes are too small. 

Many homemakers are employed. 


2. The complexity of medical nursing care: 


On a unit of a large Kansas hospital on 
July 11, 1952, there were 24 patients. The 
following special orders were carried out: 
Hypodermic or intramuscular 

medication in 24 hours— 


seven different drugs 71 doses 
Postoperative medications 50 doses 
Irrigations 24 doses 
Constant soaks 1 dose 
Foot soaks 1 dose 
RX of decubiti 5 doses 


Counting the time spent by all nurses, in- 
cluding the head nurse and a first year stu- 
dent, each patient received 1.3 hours of pro- 
fessional nursing in each eight-hour period. 
Two hours of non-professional time per 
patient made an average of 3.3 hours every 
eight hours. 


3. The growth of nursing specialists such as in- 
dustrial nursing and office nursing. 


In 1942 there were 5,512 industrial nurses. 
In 1951 there were 13,113 industrial nurses. 
Office nurses are listed separately for the 
first time in the 1951 Facts About Nursing; 
26,444 are reported—twice as many nurses 
as in the following categories: school of 
nursing; combined hospital and school of 
nursing. 


4. The fact that many professions are now open 
to women. Some are more remunerative and re- 
quire shorter periods of preparation. The WAVES, 
SPARS and WACS are examples of new careers for 
women. 


5. The result of small classes in nursing schools 
following the Cadet Corps boom is being felt now. 


6. The high withdrawal rate of students—an 
average of 30 per cent. 


The withdrawal rate among nursing stu- 
dents in degree programs is considerably 
less than in non-degree programs. This 
is true of the present senior class in the 
K. U. Department of Nursing. 

The withdrawal rate from good three-year 
schools is considerably less than from poorer 
schools. 

7. Inefficient use of professional skills. Nurses 
are required to perform many non-nursing 
duties such as running errands and doing 
clerical work. 


8. Military needs for nursing. 
Immediate unmet needs: 4 
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The Kansas quota for 1951 was 34 nurses. 
Only seven were recruited. 


9. The growth of international programs requir- 
ing well prepared nurses. 


10. The growth in the number of hospital beds. 
In Kansas the number of beds has risen 
from 5,731 in 1947 to 8,263 in 1951—an 
increase of 43 per cent in hospital beds in 
four years.’ Little effort was made to plan 
for staffing the extra beds. 


11. The interstate movement of nurses which re- 
sults in a steady loss for Kansas. 


Out-of-State Kansas Nurses Annual 
Nurses Leaving to be Gain 


Licensed Licensed or 
1946 Facts in Kansas _—_ Elsewhere Loss 
About Nursing, p.16 86 140 —54 
1947 Facts 
About Nursing, p. 8 160 358 —198 
1948 Facts 
About Nursing, p.32 192 348 —156 
1951 Facts 
About Nursing, p.36 334 379 as 


In a survey of employment conditions for nurses 
in Kansas conducted for the Kansas State Nurses’ 
Association in 1949, the chief causes for dissatis- 
faction were lack of: retirement and employment se- 
curity, locker and rest room facilities, fair methods 
for awarding promotions and pay increases, oppor- 
tunities for promotion, procedures for settling griev- 
ances, and education opportunities. The per cent of 
participating nurses who were dissatisfied with each 
of these aspects of their work ranged from 25 to 
nearly 60 per cent.® 


Is There A Relationship Between Trends in Nursing 
Education and the Shortage of Nurses? 

The following graph indicates the increase in 
numbers of nursing students as the number of 
schools has gone down. This is true in Kansas as 
well as for the United States as a whole. Where four 
hospital nursing schools closed and concentrated 
their efforts on one three-year school located in 
Marymount College, the enrollment in the new 
school exceeds the highest student enrollment ever 
attained by the total for the four smaller schools 
operated separately. 

The 102,509 students enrolled in basic schools 
of nursing (1951), represent the largest enroll- 
ment ever reported with the exception of the war 


years. 
On ‘January 1, 1951, 1,750 Kansans were enrolled 
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Percentage C in Number of State-approved Schools of Nursing 
and in Number of Students Enrolled Each Year Since 1931.7 
Percentage 
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Students 82,989 69,589 87,588 128,828 102,509 


in nursing schools. Of these, 20 per cent were at- 
tending schools in other states. 

As of July 1, 1952, about 1,600 nursing students 
were enrolled in the nursing schools of the state. 
This compares favorably with 1948 when there were 
only 1,292 nursing students enrolled, and indicates 
that the Kansas pattern resembles the trend in 
other states. 


The following table shows the slow growth of 
four- and five-year degree programs—less than one 
per cent per year; 90 per cent of the nursing schools 
participating in the temporary accreditation pro- 
gram this year were three-year hospital schools. 


Student Nurses Enrolled in Diploma and Degree Programs on 
January 1, 1946-51.8 


Diploma Degree 
Program Program Per Cent in 
Year (3 years) (4-5 years) Degree Program 
1951 93,325 9,184 9 
1950 89,420 8,483 9 
1949 82,182 6,635 ii 
1948 85,597 6,046 7 
1947 101,425 5,475 5 
1946 121,654 7,174 6 


It is recommended by the American Association 
of Collegiate Schools of Nursing that no new col- 
legiate school be started until a state or regional sur- 
vey has been made to determine the need. Existing 
collegiate schools could take three times their pres- 
ent number of students. 

The four-year school seems to be gaining in ac- 
ceptance over the five-year program. 

Nursing leaders such as Marian W. Sheahan, Di- 
rector of Programs, National Committee for the 
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Improvement of Nursing Service agree, as do many 
Kansas nurses, that the good three-year school will 
be needed for many years—at least throughout the 
life time of the current nursing leaders. 

The Kansas State Board of Nurse Registration 

ahd Nursing Education states that “The Board will 
continue its policy to help these schools evaluate 
their programs and to aid in strengthening and im- 
proving them.”? 
* Can a case be made for the small nursing school? 
While it is not impossible for a small nursing school 
to prepare good nurses, the table below indicates 
how few such schools actually were rated either 
good or excellent in a nation-wide survey on Cadet 
Corps programs in 1945 as compared to larger 
schools. 
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may become affiliating hospitals to a larger nursing 
school or a part of a central school. The Catholic 
schools have taken the lead in this kind of group 
planning. One method is to offer a short affiliation 
in rural nursing to students. This requires a quali- 
fied clinical instructor to guide the students during 
their rural experience. Some communities have made 
such students so welcome that they have returned to 
the small hospital for employment after graduation. 


What About Nursing Education in Kansas as Related 

to the Country as a Whole? 

The American Medical Association, the American 
Hospital Association and representatives from gen- 
eral education were asked to join with the nursing 
organizations in 1949 to form the National Com- 


Rating in relation to students admitted January 1, 1942-June 30, 1945, and remaining on June 30, 1945.10 


Number and per cent of schools of each number of students enrolled 

Rating Total 0-49 50-99 100-199 200-299 300-999 

Num- Per | Num- Per |Num- | Per | Num- Per |Num- | Per | Num Per 

ber Cent ber Cent ber | Cent ber Cent ber Cent ber Cent 

Excellent and good............ 147 13.1 6 3.1 21 | 5.1) 65 | 16.4 28 | 66.7 
Fair ..-| 646 57.4 80 41.5 | 236 | 57.7] 267 | 67.3 50 | 59.5 13 | 31.0 
Poor and very poot........... 332 29.5 | 107 | 55.4 | 152 S72 65 16.4 Phy se 1 2.4 
Total 1,125 | 100.0 | 193 | 100.0 | 409 | 100.0| 397 | 100.1] 84| 999] 42 | 100.1 


The criteria used in this study were as follows:!! 


1. Completeness of experience offered (number 
and kinds of clinical experience and courses in- 
cluded for all students, and the variety of patients— 
daily average patient census in each clinical field 
as well as total daily average). 

2. Quality of patient care practiced—ratio of 
general staff and subsidiary workers to students and 
patients, approval of facilities by appropriate ap- 
proval agencies (State Board of Nurse Examiners, 
American College of Surgeons, American Medical 
Association, confidential reports of visits to schools ). 

3. Number, qualifications, stability and work of 
school administrative and instructional staffs, in- 
cluding clinical instructors. Educational facilities. 
including laboratories (science, nutrition, and nurs- 
ing arts), classrooms (school and hospital head 
nurse units), conference rooms, libraries. 

4. Quality and amount of instruction in princi- 
ples and their integration in practice. 

5. Conditions of living and learning. 


In view of the extreme shortage of qualified in- 
structors for nursing schools, it is inefficient and 
uneconomical for one teacher to spend her time with 
only a few students. In addition, the clinical fa- 
cilities in small hospitals do not offer sufficient 
variety to produce well rounded and well prepared 
nurses. 

There are approved ways in which the smaller 
hospitals may participate in nursing education. They 


mittee for the Improvement of Nursing Service. 
The purpose of the committee was to study ways 
of improving the care of patients. The committee 
felt that some method of grading all nursing schools 
which wished to participate was necessary as a basis 
for determining next steps. This was called the 
School Data Survey. This survey was based on a 
questionnaire tilled out by the school plus the latest 
annual data published by the American Hospital 
Association, American Medical Association and the 
U. S. Office of Education. Participation was volun- 
tary, but 97 per cent of the schools took part. The 
School Data Survey differed from earlier nursing 
studies in that the rating of each school was pub- 
lished. For the rating of individual Kansas schools 
see Schools of Nursing in the United States, March, 
1950, distributed by the Committee on Careers in 
Nursing. The table below will indicate how Kansas 
compared to the country as a whole. 


Ranking of Kansas Nursing Schools Compared to U. S. Schools 
Participating in the School Data Survey.12 


Kansas Schools All U. S. Nursing Schools 

In Group I Number Per Cent Number Per Cent 
(upper 28% ) 1 3+ 304 25 
In Group II 
(middle 49%) 19 65+ 580 49 
In Group III : 
(lower 22% ) 9 314+ 263 22 
Not reporting or 
new schools 37 4 

Total 29 100 1,184 100 
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This survey showed some improvement in Kansas 
nursing schools as compared to a 1945 survey. 

The publishing of the School Data Survey caused 
resentment among the personnel of schools rated 
poor, but resulted in more action than had ever 
taken place before. The committee promised that 
another survey would be made in about two years 
so that the schools could show the improvements 
made. 

The following graph shows the rating of the 850 
Kansas nursing school graduates who wrote state 
board examinations between September, 1949, and 
September, 1951, as compared with other states. All 
states use the tests prepared by the National League 
of Nursing Education. 


Adapted From Master Standard Score Means for States on State 
Board Test Pool Examinations Series 949.13 
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Frequently Kansas nurses cannot register by reci- 
procity in other states nor matriculate for profes- 
sional study because the grades acceptable in Kan- 
sas are too low, or their clinical experience inade- 
quate. This creates a great deal of bitterness since 
these nurses entered nursing schools in good faith 
that they would receive an adequate education. 

Although the daily patient average required for 
student clinical experience is about as low as it can 
be if Kansas nurses are to be accepted by reciprocity 
in other states, these standards have not been raised 
for at least four years. The daily average of ob- 
stetrical patients has been lowered to five patients 
because of early ambulation, but the required num- 
ber of deliveries remains the same. 


What About the National Accrediting Services? 
Full Accreditation 


Previous to 1949 there were four agencies accred- 
iting nursing programs. These were the National 
League of Nursing Education, the Association of 
Collegiate Schools of Nursing, the National Organ- 
ization for Public Health Nursing and the Catholic 
Hospital Association. In line with nursing trends 
toward unity, the four agencies voluntarily relin- 
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quished their accrediting functions in favor of the 
newly formed joint agency, the National Accredit- 
ing Service. Accreditation by this body is voluntary 
and full accreditation is paid for on a fee basis. 
The agency has no connection with government and 
no jurisdiction over the state boards of nurse regis- 
tration. Although there are over 200 approved nurs- 
ing schools in the country, Kansas has never had a 
nursing school which could be fully accredited. 
What Is Temporary Accreditation? 

The National Committee for the Improvement of 
Nursing Service asked the National Nursing Accred- 
iting Service to undertake this project to fulfill the 
promise that another study would be made follow- 
ing the School Data Survey. Funds were secured 
from interested foundations. The project was known 
as “temporary accreditation” since it was realized 
that many good nursing schools could not qualify 
for full accreditation for several years. It was felt 
that all schools could be helped in this way to im- 
prove the quality of their schools, thus improving 
patient care. 

The temporary accreditation combined a question- 
naire completed by the school with a one-day ac- 
creditation visit. A nurse from within the region 
was chosen to make this visit so that midwestern 
schools were evaluated by midwestern nurses. Each 
school was evaluated in the light of its own stated 
objectives. Three-year schools were compared with 
other three-year schools and collegiate programs 
with other collegiate programs. 

This study has been completed and each school 
received a profile of its own rating by August 1. 
The list of schools achieving temporary accredita- 
tion was published in the August issue of the 
American Journal of Nursing. (See Page 424) 

Regional institutes are being set up, one held in 
Wichita on July 29, 30 and 31, to explain the rating 
and to help schools find ways to strengthen areas 
where they are weak and make plans for the future. 

Kansas schools which did not qualify have re- 
ceived a letter from the Kansas Board of Nurse 
Registration and Nursing Education assuring them 
that their approval by the state board will not be 
jeopardized, and offering the help of the board 
toward temporary accreditation later. 

How Can the Nurse Shortage Be Relieved? 
A. By improving nursing education: 

The World Health Organization’s “Report of the 
Expert Committee on Nursing”!4 states that 
throughout the world it is “common experience that 
an elevation of the standards of admission increased 
the number of candidates for basic nursing pro- 
grams.” The report states further that in countries 
where medicine is highly developed and nursing is 
not, the health status of the people does not reflect 
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the advanced stage of medicine. Nursing is essen- 
tial to the vitalization of the health program. 

Areas for improvement include: 

1. More understanding of students, more atten- 
tion to their needs as young adolescents, better 
personnel policies for students. 

2. More adequate financing of nursing education 
as a necessary community service. 

3. Better prepared faculty for nursing schools. 
The Joint Commission for the Improvement 
of the Care of the Patient, which is made up 
of representatives of the American Medical 
Association, American Hospital Association, 
and the nursing organizations, met on March 
3-4, 1952, in New York City and agreed on 
four points. The first point called attention 
to the need for well prepared nurses for fac- 
ulty of schools, and for administrative and 
supervisory services. 

The following graph shows the preparation of 

nurse instructors at the time of the School Data 
Survey in 1949. 


Academic Preparation of Nurse Instructors.15 


Instructors with oh Instructors with 


no degree academic degree 
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While directors of university schools of nursing 
need qualifications equal to those of other depart- 
ment heads, less than 10 per cent of all nurse edu- 
cators hold masters degrees and only 55 per cent 
hold any academic degree. Since an academic de- 
gree is required for most high school positions, it is 
not unreasonable to hope that nursing schools should 
have faculty members at least as well prepared. 

B. By continuing to develop good schools for prac- 
tical nurses: 
1. The nursing organizations are engaged ac- 
tively in promoting such schools. 
The Florence Cook Department of Practical 
Nursing, K. U. Department of Nursing, 
graduates its first class in August. 
3. There were 108 approved schools for prac- 
tical nurses in the United States in 1951 with 
an enrollment of 4,325 students. 


C. By better in-service preparation of auxiliary 
workers such as aides. 


419 


D. By directly improving nursing service: 

1. Studying the best use of the skills of each 
team member so that limited professional 
skills will be used where they will contribute 
most to the recovery of the patient. The 
American Nurses’ Association is engaged in 
studies of this type, which already are lead- 
ing to practical solutions. 

2. Increased use of the team approach. 

3. Courses and institutes in nursing service ad- 
ministration. Such courses have been con- 
ducted during the current year. 


E. By making nursing in rural areas attractive 
through attention to the following: 

1. Proper personnel policies including salary, 
living conditions, and prestige. 

2. More scholarships for prospective local nurs- 
ing students who could be requested to re- 
turn to the community after completion of 
nursing school. This is already working to 
some extent. 

3. Encouraging inactive nurses to help out. 
This is only a stop-gap as married nurses 
who are bringing up families are not inactive. 


F. By using some of the ideas in Dr. Franklin D. 
Murphy’s rural health plan which have been so 
successful in bringing physicians to rural areas. 
These include: 

1. Provision of educational facilities to make 
excellent preparation possible. 

2. Making the rural community so attractive 
that the young graduate would wish to prac- 
tice there. 


Conclusion 


The problem of adequate nursing care is very 
real and acute. The national nursing organizations 
are aware of the problems and are working earn- 
estly with other groups to solve them. Kansas nurses 
have not gone so far as the nurses from many other 
states in activating inter-professional committees 
but many Kansas nurses are studying and working 
to improve nursing service and nursing education 
within the state. Nursing welcomes the constructive 
criticisms and suggestions of other groups. At the 
recent nursing convention in Atlantic City, several 
nursing organizations merged to form the new Na- 
tional League for Nursing in order that nurses. 
allied professions, interested laymen, students, and 
—later—qualified practical nurses might work to- 
gether to bring to all the people the kind and amount 
of nursing service which they need. 


APPENDIX I 
Milestones in the Progress of Nursing Education 


P 
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This material indicates that there has been no 
sudden change in nursing education trends. Present 
concern has grown out of the efforts of the past as 
well as the needs of the present. 

1893—American Society of Superintendents ot 
Training Schools for Nurses was formed. 

1912—The above organization changed its name 
to the National League of Nursing Education. 

1917—Standard Curriculum for Schools of Nurs- 
ing published. 

1923—Josephine Goldmark’s Report — Nursing 
and Nursing Education in the U.S. _ 

1927—Curriculum for Schools of Nursing pub- 
lished. 

1928—Nurses, Patients and Pocketbooks by May 
Ayers Burgess published. 

1926-1936—The Committee on the Grading of 
Nursing Schools conducted a ten-year study of nurs- 
ing education. 

1937—The Curriculum Guide for Schools of 
Nursing was published. It has never been revised 
since many of the nursing schools to this day have 
remained so far below the recommendation. 

1937—-The National League of Nursing Educa- 
tion began accrediting nursing schools which met 
its standards. No Kansas school has met the re- 
quirements for such accreditation. 

The above studies pointed direction but did little 
to accelerate progress. 

1945-1946—National Nursing Council invited 
Esther Lucille Brown, Ph. D., Director, Department 
of Studies in the Professions, Russell Sage Founda- 
tion to study nursing education. 

The National Nursing Council was created in 
1942 for the purpose of coordinating the war efforts 
of several national organizations. The constituent 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


bodies were: the six national nursing organizations, 
American Red Cross Nursing Service, Council of 
Federal Nursing Services, International Council of 
Nurses, Division of Nursing of U. S. Public Health 
Service, American Hospital Association, National 
Association for Practical Nurse Education, Amer- 
ican Medical Association, Nursing Unit of U. S. 
Children’s Bureau.!¢ 


1948—Doctor Brown’s report, Nursing for the 
Future, was published. 

1949—The National Nursing Accrediting Service 
was organized to accredit all levels and types of nurs- 
ing education. 

19...—The National Committee for the Improve- 
ment of Nursing Service was organized. 

19...—The School Data Survey was published. 

1952—Temporary Accreditation. 
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others lose man in their emphasis on mankind—Betty Knowles Hunt. 
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in Kansas 


Carl C. Lamley* 
Topeka, Kansas 


For those of us who are not informed concerning 
the problems confronting nursing education, the 
aursing survey offers a very disquieting picture. 
However, I believe the publication of this document 
will cause many of us who have been resignedly ac- 
cepting the nursing shortage to give more profound 
thought to this acute problem. 

The fourth paragraph is enough to frighten the 
most stable individual. If we must recruit one out 
of every 10 high school graduates in order to meet 
our need in 1954, some terrific upheaval in our 
social structure is indicated. It is my understanding 
that most schools of nursing try to recruit their stu- 
dent from at least the upper half of the graduating 
class. This means, then, that we must recruit one 
out of every five high school graduates, and this 
does not include any allowance for physical and 
psychological inadequacies. 

There are those who have proposed that we 
shorten the training period of graduate nurses, and 
others who would drastically revise the curricula. I 
think, however, we must consider the fact that most 
students now graduating from our nursing schools 
are between the ages of 20 and 21. Would a more 
immature girl with less training be able to fill the 
job? The survey supports the fact that we are to- 
day expecting a much higher degree of skill from 
the graduate nurse than was demanded only a few 
years ago. When we observe many of our highly 
skilled nurses performing tasks which involve the 
life of a patient, a three-year background of training 
seems to be the bare minimum. 

According to the survey, hospitals are now utiliz- 
ing approximately 50 per cent of the graduate nurses 
available in nursing education and service. It should 
be remembered, however, that these graduates, in 
addition to performing the highly skilled procedures 
required, are also directing the activities of approx- 
imately 271,000 auxiliary personnel in nursing ser- 
vice. Hospitals are expecting more technical skill 
from the graduate nurse, arfd at the same time are 
adding the burden of supervising numerous sub- 
sidiary workers. We are confronted with the prob- 
lem of now making available to our graduate nurses 
additional training in ward management, work sim- 
- plification, work assignment, hospital economics and, 
most important, human relations. 

Of course, any appraisal that I would make of the 
survey would reflect the interest of hospitals. I would 


*Executive Director, Stormont-Vail Hospitals, Topeka, Kansas. 


not argue with the reasons presented for the nursing 
shortage, but I would like to add two other con- 
tributing factors to the 11 enumerated in the survey: 
(1) The survey reports 28,930 graduate nurses in 
public health employment. I would suggest that this 
represents a substantial increase during the last 10 
years. (2) Hospitals have been greatly retarded in 
supplementing the services of graduate nurses by 
the nurses themselves. As individuals, and in groups, 
they have resisted assignment of ward secretaries 
and auxiliary personnel to duties which they have 
traditionally performed. 


Section 7 of the survey is devoted to an enumera- 
tion of things that might be done to relieve the nurse 
shortage. I agree in most part with the observations 
made in this section, but I would like to see a more 
comprehensive study made of the needs in Kansas 
and a definite program outlined for meeting these 
needs. For purposes of discussion, I would like to 
outline some of the needs that I believe to be of the 
greatest significance: 


1. Recruiting. The survey reports that approx- 
imately 1,600 students were enrolled in Kansas, and 
if this enrollment represents only 85 per cent of the 
potentiality, we should certainly be recruiting the 
other 240 students that we could be training in our 
nursing schools. I would suggest the employment 
of a full-time person who could devote a reasonable 
amount of time in each high school in this state— 
presenting the opportunities in nursing and develop- 
ing community scholarship programs. Most of us 
are expecting some miracle to produce graduate 
nurses, when our practical solution is to “beat the 
bushes,” find the candidates, provide them with 
scholarship funds, and at the same time contract for 
their return to the community. The survey points 
out that approximately half of our graduate nurses 
are not actively engaged in nursing. Marriage seems 
to be the greatest hazard, so it might be prudent to . 
provide two scholarships and hope that only one of 
the graduates would marry before the end of the 
contract. 


2. Training Programs for Auxiliary Workers. A 
few days of orientation is not enough time in which 
to prepare an auxiliary worker for floor duties. All 
hospitals should establish a definite program of 
training for auxiliary personnel. Generally the nurses 
assigned to the floors do not have the time to train 
their personnel in the basic care procedures. As a 
result, the auxiliary worker is not fully utilized and, 
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in many instances, becomes discouraged and seeks 
more satisfying employment. We might also add 
that the continued burden of trying to teach aux- 
iliary workers while caring for acutely ill patients 
may discourage the graduate nurse and cause her to 
seek other employment. 


3. Utilization of Graduate Nurses. I am con- 
vinced that hospitals are not the only employers of 
nurses who are not fully utilizing their skills. Cer- 
tainly all employers of graduate nurses should an- 
alyze the jobs to be performed and assign graduate 
nurses only to those positions that require graduate 
nursing skills and knowledge. 


4. Practical Nurses. One gains the impression 
from the survey that it will be a great many years 
before a large number of schools for practical nurses 
will be established. It is difficult to interest young 
students in the practical nursing field because the 
potentialities of the practical nurse are not suffi- 
ciently attractive. Certainly we should encourage 
students who are not able to qualify for diploma and 
degree programs to enter the practical nursing 
schools. However, I believe that our greatest source 
of practical nurses is the group of older persons who 
have an interest in nursing and are willing to train 
for one year in order to gain a license. Financial 
subsidies certainly would be a considerable boost 
to practical nurse education. 


5. Training of Instructors. There are few schools 
in Kansas that can boast of an adequate staff of 
well-trained instructors. University extension courses 
should be developed and made available state-wide. 
This would give the present instructors and super- 
visors an opportunity to improve their job qualifi- 
cations. 

A more equitable method of adjudging the col- 
legiate qualifications of a graduate nurse should be 
established. The survey points out that the educa- 
tional qualifications of our instructors are not as 
high as those required for high school and univer- 
sity instructors. The University of Chicago recog- 
nizes that practical skills, associations, reading, and 
“just plain living” develop in each of us some 
knowledge of practically every area of academic 
training. Consequently, they have developed a bat- 
tery of tests, the results of which they accept as a 
measurement of the student’s knowledge in a par- 
ticular academic subject. Nurses graduating from 
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a three-year diploma program are generally granted 
30 semester hours of credit toward a degree. It is 
my opinion that the three-year graduate who has 
practiced her profession for a number of years has 
had the opportunity to develop a considerable 
amount of knowledge in most of the academic 
fields. Why, then, can’t our universities follow the 
University of Chicago's pattern of testing our grad. 
uate nurses and granting them credit which is com. 
mensurate with their knowledge? I believe this 
would considerably shorten the B.S. degree require- 
ments for a well-qualified nurse. Such a program of 
recognition would greatly encourage our nurses to 
enroll in the universities and obtain their degrees 
It should be recognized that a degree does not make 
an instructor, but this type of opportunity would 
make it possible for hospitals to hand-pick expe- 
rienced nurses who had demonstrated not only the 
qualifications for instruction, but a definite interest 
in pursuing their profession. 

6. Financing. The cost of financing nursing edu- 
cation in our hospitals is becoming a considerable 
burden for the patient. Many individuals and groups 
have opposed federal aid to nursing education. There 
is some justification for our fear of federal domina- 
tion; however, our school systems are accepting fed- 
eral aid with seemingly satisfactory results. Hos- 
pital costs are continuing to rise, and some program 
must be developed which will relieve the hospital 
patient of the responsibility for providing financial 
aid for what should be recognized as a community 
project. Hospitals must ,establish in-service training 
programs and staff these programs with capable in- 
structors. Hospitals must assist graduate nurses, 
either directly or indirectly, in obtaining advanced 
training. If we are to do this, then it seems logical 
that we should be relieved of the financial burden 
of providing the basic education needed for the 
graduate nurse to enter any specialized field. 

I believe it is possible for Kansas to solve its 
nursing problem. Certainly there is disagreement as 
to what should be done first and how it should be 
done. The responsibilities of nursing in the future 
will far exceed the responsibilities it is assuming 
today. With every advancement in medicine a new 
demand is placed on nursing. We must give pro- 
found thought to the establishment of ways and 
means of equipping the graduate nurse for the chal- 
lenge that lies before her. 


as wisely;. . 
the penalties of bad judgment.—Ben Moreell. 


It must be obvious that liberty necessarily means freedom to choose foolishly as well 
. freedom to enjoy the rewards of good judgment, and freedom to suffer 


SEPTEMBER, 1952 


The Nursing Problem in Small Hospitals 


F. E. Wrightman, M.D. 
Sabetha, Kansas 


Nursing has become a paramount problem in the 
smaller hospitals, and is a matter of concern to the 
people living in communities served by small hos- 
pitals. 

Until several months ago the smaller hospitals, 
meeting the requirements of the nursing league, 
were able to maintain small nursing schools that 
provided a well educated bedside nursing staff. 
Nurses graduating from these schools were trained 
by competent personnel and performed an excellent 
service, first and foremost to the patient, also to the 
doctors, to the hospital, and to the community as a 
whole. 

Today, what has happened? Our small nursing 
schools which have performed a superb service to 
the community in the care of the sick have lost their 
accreditation, with an immediate depletion of nurs- 
ing personnel. 

It is not my intent to suggest that higher educa- 
tion be neglected, or that those who care to avail 
themselves of opportunities for more education be 
denied that privilege. I suggest only that many 
young ladies who are living in smaller communities 
and who are qualified to study nursing and to fill 
the needs of those communities after their training 
is completed, should be permitted to remain in the 
locality in which they live to take their training. 
The number of teaching institutions now accredited 
is small in relation to the number of nurses now 
needed in the state of Kansas. 

The National League for Nursing has lost sight 
of the smaller communities in which doctors and 
hospitals have been building up superb services for 
the sick and for public health for many years. 

How can the needs of the rural community be 
governed in any way by the needs of urban com- 
munities? Should the patient, the doctor, the hos- 
pital, as well as many prospective nurses, be penal- 
ized because they live in small communities? Are 
not those individuals in small communities entitled 
to good and efficient health services? 


It would seem logical that some way or means 
could be found whereby, if necessary, two standards 
could be set up, with one standard permitting 
smaller hospitals to carry on as before, allowing 
prospective trainees to choose the type of training 
they prefer. The nurse with ambition to achieve a 
position of responsibility in a teaching institution 
will undoubtedly sense the need for considerable 
academic education. It will readily be recognized 
that many positions within the field of nursing re- 


quire specialized knowledge and skill. The smaller 
hospital operating primarily for the care of the sick 
and not in any considerable measure serving as a 
teaching institution is probably best served by a 
nurse educated in the principles of bedside nursing. 
She recognizes serious illness; she understands emer- 
gency treatment for shock; she administers to the 
daily needs of the patient. 


The prospective student nurse may have a reason- 
ably well developed preference at the time she en- 
ters a school of nursing. She should be permitted 
her preference and enroll in the school offering the 
course she desires. A program of this type would 
permit the smaller hospitals to continue recruiting 
student nurses whose preference is patient care. 
The girl who prefers public health nursing, teach- 
ing, Or supervisory responsibilities would be ad- 
vised to select a nursing school of the other type. 


We do not presume to dictate how this might be 
accomplished or by what names the two categories 
of nurses may be distinguished, but it appears that a 
wide spread between the groups would have an un- 
fortunate result. It seems logical that the nurse 
trained for bedside duty who subsequently wished 
to equip herself for supervisory work might accom- 
plish this with some additional education. 


At any rate, if a program along these lines could 
be instituted, it would materially aid in the solution 
of the current dilemma of small hospitals. This 
actually goes beyond a monetary consideration since 
the highly skilled nurse with considerable knowl- 
edge in science and theory would find little induce- 
ment in a small hospital. By the same token, there 
is the girl who prefers to live in a small town and 
yet wishes to perform nursing services. She should 
be provided this opportunity which, while serving 
her interest, would at the same time materially re- 
lieve the problem currently confronting such com- 
munities. 


May I suggest that the above plan be reviewed and 
that the rules and regulations governing schools of 
nursing be studied in cooperation with the various 
distinct areas, or with committees representing both 
the state medical society and the state nurses’ asso- 
ciation, so that the problems of each state be under- 
stood with plans made accordingly. 


Why lose sight of the patient and make the sick 
pay for the unrealistic thinking of a small group 
who seem to put advanced education before the 
needs of actual bedside nursing care? 
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Kansas Schools of Nursing 


The following list of approved schools of nursing is taken from an article entitled 
“Temporary Accreditation” which appear on Page 999 of the August, 1952, American 
Journal for Nursing. . 


SCHOOLS APPROVED FOR TEMPORARY ACCREDITATION 
BY THE NATIONAL NURSING ACCREDITING SERVICE 


School of Nursing Location Director 
Bethel Deaconess Hospital Newton Sr. Hilda C. Mueller 
Halstead Hospital Halstead Sr. M. Carmel Claffey 
Marymount School of Nursing Salina Sr. M. Theophane Umscheid 
Mercy School of Nursing Fort Scott Sr. M. Helen Dougherty 
Providence Hospital Kansas City Sr. Zita Marie Cotter 
St. Anthony Hospital ' Hays Sr. M. Digna Desch 
St. Francis Hospital Wichita Sr. M. Eulalia Stadimann 
St. Margaret’s Hospital Kansas City Sr. M. Rose Wangler 
St. Rose Hospital Great Bend Sr. M. Miriam Schremmer 
Stormont-Vail Hospitals Topeka Avis Van Lew 
Department of Nursing, University of 

Kansas School of Medicine KansasCity _ E. Jean M. Hill 
Wesley Hospital Wichita Ilse C. Steg 
Wichita-St. Joseph Hospitals Wichita Sr. M. Valeria Klenke 


SCHOOLS NOT APPROVED FOR TEMPORARY ACCREDITATION 
BY THE NATIONAL NURSING ACCREDITING SERVICE 


School of Nursing Location Director 


Asbury Hospital Salina Amy Adams 
Bethany Hospital Kansas City Edna G. Elmore 
Grace Hospital Hutchinson Dorothy White (Acting) 
St. Elizabeth’s Hospital Hutchinson Sr. M. Vincent Hagan 
( Assistant to Sr. M. Helen) 
Mount Carmel Hospital Pittsburg Sr. M. Frederica Besser 
Newman Hospital Emporia Mrs. Frances C. Stout 
St. Anthony Hospital ’ DodgeCity Sr. M. Virgil McFarland 
St. Catherine’s Hospital Garden City Sr. M. Alfonsa Schreiner 
St. Francis Hospital Topeka Sr. Ann Dolores Muckenthaler 


Susan B. Allen Memorial Hospital El Dorado Eula Ashbrook ( Acting) 
William Newton Memorial Hospital Winfield Gladys Harmon 


CHARACTERISTICS OF POORER SCHOOLS 


Very few full-time faculty members. 
Unstable faculty. 

High work load for faculty and students. 

High evening and night duty for students. 

Little or no planned clinical or ward instruction. 

Low service hours carried by graduate staff nurses or non-professional 
workers, or both. 

High withdrawal rates. 

Low daily average patients in one or more clinical areas. 

Low scores on state board examinations. 


4. 
6. 
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Resolution on a 40-Hour Week for 
Registered Professional Nurses 


American Nurses’ Association 


Editor's Note. The following resolution was passed by the American Nurses’ Associa- 
tion at its biennial convention held in Atlantic City in June, 1952. In the resolution is 
the suggestion that the principle outlined within the resolution be ratified as early as 
possible by each of the state nurses’ associations. The Kansas State Nurses’ Association 
announces that the resolution will be introduced at a meeting in October, to be held at 
Hays. The association has widely distributed this resolution throughout the hospitals of 
Kansas, and it has also been given to the Kansas Medical Society for consideration of 


physicians. 


WHEREAS, The 40-hour week is a highly effective economic and social inducement for 
employed nurses to remain in their present positions, for inactive nurses to 
return to duty, and for prospective students of nursing to enter the profes- 


sion; and 


WHEREAS, Nurses throughout the country have clearly expressed their desire for the 
40-hour week, as ordered by their delegates in the official pronouncements 
of the American Nurses’ Association, and as evidenced by the employment 

standards promulgated through state nurses’ associations; and 


WHEREAS, The 40-hour week is accepted as the basic work week for the great majority 
of employed groups throughout the United States of America; and 


WHEREAS, The experience of institutions and agencies employing registered professional 
nurses has proved the 40-hour week to be a valid, feasible and effective 
method for meeting the problems of staffing, recruitment, and turnover; 


therefore be it 


Resolved, That this House of Delegates of the American Nurses’ Association calls 
on all employers of registered professional nurses to put into effect the 
40-hour week as the basis of payment for registered professional nurses, 
without reduction in salary, and with the request that employers make every 
effort to explore all such policies and practices as will make possible the 
institution of the five-day, 40-hour week, with two consecutive days off, 
as ‘the-standard work week for registered professional nurses; and be it 


further 


Resolved, That any work by registered professional nurses beyond the 40-hour week 
be compensated on the standard basis of time-and-one-half; and be it finally 


Resolved, That the House of Delegates urges every nurse, through her local section, 
district nurses’ association and state nurses’ association, to work for immediate 


implementation of the 40-hour week as set forth in this resolution. 


i 
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The Proposed 40-Hour Week for Professional Parse 
Employed in Hospitals 


Bruce W. Dickson, Jr.* 


The American Nurses’ Association at its biennial 
meeting in Atlantic City proposed a resolution for a 
40-hour, five-day week, time and a half for over- 
time, for registered professional nurses employed in 
hospitals. This resolution has been referred to the 
nurse association of each state. While this resolu- 
tion prima facie is good and proposes a much de- 
sired shortening of the work week, it poses many 
other problems which must be viewed carefully in 
analyzing the relative merits of its adoption. 

Hospitals for many years have been operated as 
non-profit organizations for the purpose of render- 
ing the most economical service possible to the com- 
‘munity which they serve; to this end hospital ad- 
ministrators, doctors, nurses and other categories 
of hospital personnel have given their support 
wholeheartedly. However, hospital costs over the 
last 10 years have tripled, and in some instances 
have increased as much as five times, due to the high 
cost of providing drugs, food, dressings and per- 
sonnel services to the patient. It has been but a few 
years since graduate nurses were employed at $65 
per month for 12-hour shifts of nursing care, and 
in some cases on a seven-day week basis. We realize 
this was a practice which had to be modified in 
caring for the increased number of acutely ill pa- 
tients that we have in our hospitals today. 

The ultimate consumers of hospital service, third 
party payers, Blue Cross and commercial insurance 
companies have been faced with the burden of 
meeting these increased costs of hospitalization. 

The 40-hour week as proposed by the American 
Nurses’ Association would, depending upon the size 
of the hospital, increase the nursing payroll expense 
a minimum of 10 per cent and in most instances 
as much as 20 per cent. This step alone would re- 
quire patients in the state of Kansas to pay an ad- 
ditional 75 cents to $1.00 for each hospital day. 
However, it is false to assume that within the con- 
fines of any hospital it would be possible to have 
different personnel practices apply to different 
groups of employees. Although nursing represents 
60 per cent of the total payroll expense in the aver- 
age hospital, the additional 40 per cent must be con- 
sidered at the same time. This reduced work week 
for all categories of personnel would increase the 
average daily cost to each patient $1.25 to $1.75. 


“Administrator, Bethany Hospital, Kansas City, Kansas, and 
president of the Kansas Hospital Association. 


Kansas City, Kansas 


There are many ramifications of the 40-hour week 
with reference to the position that any hospital has 
to its own local community. For example, it would 
be frivilous to assume that the citizens of a com- 
munity that were not on a 40-hour week would feel 
anything but exploitation if personnel in their hos- 
pital were receiving more benefits than they as in- 
dividuals were receiving; yet, they as consumers 
would be forced to absorb the expense of these addi- 
tional benefits that they themselves did not have. 
This points up one of the major alternatives of the 
all-inclusive resolution as proposed by the American 
Nurses’ Association, namely, that each community is 
in a better position to determine its ability to pro- 
vide a 40-hour week for its nurses and other em- 
ployees on an individual basis rather than by any 
blanket type policy such as this resolution proposes. 

The cost of supporting such a program, though 
supported in part by increased costs of nursing care 
in hospitals, will also be felt by the participating 
nurses. This thought must not be overlooked. In sim- 
ilar instances in industry where collective bargain- 
ing has been inaugurated, purported financial gain 
has been all but completely absorbed in the cost of 
administering the program. 

The Kansas Hospital Association is aware of cer- 
tain inequities and of some dissatisfaction among 
certain groups of nurses in the state. Currently five 
pilot studies are being conducted in hospitals rang- 
ing in size from 25 beds to 460 beds in diverse geo- 
graphical locations. From the preliminary reports of 
these conferences it becomes apparent that adminis- 
tration, nursing supervisors, and general duty nurses 
can gain a great deal by sitting down and mutually 
discussing their differences and their problems. 
From these discussions it has been learned that some 
general duty nurses feel that one of the most critical 
areas in personnel relations in hospitals is their lack 
of recognition and professional status. To this end, 
it is our belief that more can be gained by personnel 
conferences within any community than by the 
adoption of the resolution for a 40-hour week and 
collective bargaining imposed by an agent un- 
familiar with local problems. 

The present demand for additional well-trained 
graduate nurses is probably our most acute problem. 
The 40-hour week resolution refers to this shortage 
but does not pose any real solution, as hospitals are 
currently employing nurses on an hourly and daily 


work schedule to meet their conveniences. Our need 
is to attract more students to become educated in 
aursing and to attract more graduates from other 
states to carry on the professional work for which 
chey are trained. Again, it is our belief that the 
causes of nurse shortage in Kansas can better be 
dealt with in local communities in a program such 
2s the pilot studies in personnel relations. 

Though not a direct part of the resolution as pro- 
posed by the American Nurses’ Association, nurses 
should not lose sight of the contributions currently 
being made to further the education and earning 
power of nurses. A little known fact was recently 
uncovered as a result of a study of the cost of operat- 
ing a school of nursing in a Kansas hospital. This 
study revealed that the operation of a school of nurs- 
ing, which as late as a year ago was called exploita- 
tion of the student nurse, was in reality a deficit 
producing operation. In this study cognizance was 
taken of all income from students in tuition, fees, 
etc., and fair value for service rendered; these were 
then deducted from the cost of operating a school 
and providing faculty and facilities; this left a deficit 
of $1,000 per month or $12,000 per year. How was 
this deficit met? By patients in the hospital, at an 
increased rate of 30 cents per patient day! In other 
instances, deficits were met by outside benevolent 
and charitable givers who contributed for a necessary 
and worthy cause. It would be deplorable to have 
any such groups, either as patients or as benefactors, 
feel they were being exploited and hence withdraw 
their support. 
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The importance of the professional nurse in the 
service rendered to patients cannot be over empha- 
sized. Let us not lose sight of the responsibilities 
vested in the murse as a professional member of the 
healing team. For the nurse to assume the role of 
the laborer in this 40-hour week and collective bar- 
gaining principle, would destroy the very essence of 
prestige and respect they desire. Never has a nurse 
walked away from the operating table, the delivery 
room or the bedside of a critically ill patient because 
the whistle blew at the end of a shift of work. In 
dealing with human beings as the commodity pro- 
duced, it is impossible to quit at the end of produc- 
ing a certain number of units. 


To make light of the proposed resolution or the 
needs and problems of the professional nurse would 
be amiss—to approve a blanket type proposal, too, 
would be amiss. Let us sit down and weigh the rela- 
tive merits and responsibilities of serving the sick 
people in our own communities and individually 
come to a satisfactory solution. It can be said with- 
out hesitation that hospitals in the state of Kansas 
are in sympathy with, recognize the need for, and 
will support any steps proposed in, the elevation of 
the standards of nurses as individual members of a 
profession and would criticize the exploitation of 
any nurse by any employer. In return it is hoped 
that nurses will not force, collectively, any action 
that would react to the detriment of the nursing pro- 
fession or that would impose standards that would 
place the hospital community in financial jeopardy. 


Conditions of Education and Employment 
That Affect the Kansas Nurse 


A Composite Opinion From Members of the Kansas Medical Society 


It is not easy to approach subjects such as these 
with complete impartiality. However, this is a sin- 
cere attempt at objective evaluation in which the 
purpose is to report rather than to interpret a sit- 
uation. When suggestions are offered they repre- 
sent a search for solutions upon which all parties 
concerned might possibly agree. 

The Nurse 


The nurse is a professional person but dominated 
by and subservient to the physician. Her heroism 
has been overshadowed by the glamour of medicine, 
and where one Florence Nightingale catches a pub- 
lic’s fancy there are tens of thousands of unheralded 
women serving without recognition but with equal 
pride and with equal devotion. 

She performs a personal service and approaches 
this responsibility as an individual. She has the 


varied hopes and ambitions of the human race 
which, in addition to feeling pride in accomplish- 
ment, calls for recognition and prestige. This may 
be material, as in the case of income, or less tangi- 
ble, as in the case of glory, but when lacking she 
cannot escape a feeling of resentment. An expres- 
sion of resentment will result in action to improve 
her condition and is nothing more than human na- 
ture, apart from whatever work she may perform. 


It appears especially appropriate to the nurse be- 
cause she believes her services are of more im- 
portance than has been acknowledged. Unable to 
alter her condition alone, she quite naturally turns 
to organization, and with the strength of numbers 
hopes to establish for herself a position of respect 
and of importance comparable to what she believes 
proper. With a feeling of strength grows the urge 
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to act, and once a movement is set in motion it is 
not readily halted again. Under a surge of power, 
horizons can narrow, so wise and tolerant leadership 
is needed to preserve ideals. Once lost, they are 
only slowly regained, and for a time objectives be- 
come temporal. This is natural, but represents a 
hazard not to nursing alone but equally to all classes 
of persons attempting to improve their situation. 

The above process need not be damaging at all, 
but the risk is present, and regarding the nursing 
profession this is seen as a threat that could inad- 
vertently lead by means of a temporary gain to 
eventual loss. The nurse has considered such factors 
and some at least within the profession believe that 
direct action is the only effectual manner in which 
their situation can be improved. If that question is 
open for debate, it is at least a question with 
sincere exponents on both sides. 

For generations the nurse has worked at the bed- 
side through long, lonely hours. She has held firm 
to the ideals of her profession and today sees women 
in other fields of endeavor earning more, working 
less and without her heavy responsibilities. She 
views this as injustice, and since no person or group 
has stepped forward to champion her cause, she 
means to do so for herself. She wants to raise the 
standards of her pro‘ession to a place where she may 
command the respect her services deserve, and she 
plans to alter her working conditions. 

Perhaps that is not a fair appraisal. It certainly 
is not the entire story because members of the nurs- 
ing profession disagree heartily over what they hope 
to accomplish and how. It is, however, at least par- 
tially true because that philosophy has been frankly 
and openly discussed. 


Nursing Education 


The surest way to improve the standards of any 
profession is to raise its educational requirements. 
The nurse believes this part of her program to be 
modelled directly after the example of the medical 
profession. In about 1913 some 300 inadequate 
medical schools were closed, and the remaining 
standardized for uniformity. For a time this resulted 
in a reduction of students, but the condition grad- 
ually levelled until the supply approximates the de- 
mand. 

The nurse fihds much amiss with educational 
methods in Kansas. Schools of nursing are sanc- 
tioned in hospitals too small to provide adequate 
teaching material. Specialized instruction is lack- 
ing, and most resented of all is the belief that cer- 
tain of these schools exploit the student for low cost 
labor. The hospital is more concerned over the work 
performed by the student than in her education. As 
a result, she serves an apprenticeship but receives 
very little formal education. 
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This situation, in the eyes of some, is the true 
reason for the difficulty experienced in recruiting 
students. The shortage of nurses is directly attrib- 
uted to both the inadequacy of training and to un- 
pleasant working conditions. Right or wrong, that 
represents the view of many nurses. 

From a practical point of view, there is now a 
program that will close numerous nursing schools 
in Kansas, especially those in smaller hospitals. To 
state this situation as expressed by the nurses them- 
selves is to banter with words, but nurses deny re- 
sponsibility for the closing of any school. They 
merely set up standards and advise that graduates of 
schools not complying with these standards may not 
be eligible to take their board examinations. Re- 
quirements state, for example, the minimum num- 
ber of patients that the hospital may have, and on 
that issue alone the small institution is eliminated. 

How many hospital nursing schools will ulti- 
mately be closed is not known at present, but it will 
be considerable. At least one order of Catholic Sis- 
ters is making an interesting experiment that bears 
watching. Marymount College in Salina operates an 
accredited school of nursing, which replaces the 
schools that have been closed in some of the hos- 
pitals of this order, including that in Sabetha. Of- 
ficials at Marymount report that the enrollment 
after only two years of operation is already greater 
than was ever experienced by the combined schools 
of their order that have been closed. So they say 
that higher educational standards will actually pro- 
vide more nurses. Fewer-schools will result in bet- 
ter education. 


Only time can answer the question of whether 
such a plan will succeed. The small hospital, while 
lacking in formal education, has certainly produced 
nurses competent in the technique of bedside care. 
There is admittedly much in the field of nursing 
service which does not directly relate itself to pa- 
tient care, but it is in this realm that the hospital, 
the physician, and the nurse work most closely to- 
gether. More than one physician will question 
whether the scientifically educated nurse will there- 
by render a patient more understanding and con- 
scientious and effective care than will the girl who 
simply follows the physician’s direction without 
fully comprehending the purpose behind her efforts. 


The medical profession is perhaps as aware of the 
value of education as is any other group that might 
readily be named. Certainly the physician should 
not stand opposed to an effort to raise the standards 
of the nursing profession. If the improved standard 
will render improved service, the physician will give 
his complete support to the program. If, on the 
other hand, this effort augments the nursing short- 
age or contributes to the mounting cost of illness, 
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he will question its wisdom. The problem may be 
stated more bluntly by saying that if this program is 
co benefit the nurse to the disadvantage of the pa- 
cient, it would be as wrong as any comparable self- 
ish effort promoted in behalf of the medical pro- 
fession. Both exist for the sake of the patient and 
have no other excuse for being. Whatever renders 
che patient a better service is progress, and any 
effort to the contrary is unworthy of the ideals upon 
which these two professions are founded. 

There is some criticism concerning the fact that 
the small town girl who trains in a large hospital 
will forever be lost to the small community. An 
experiment is being carried on in Kansas now 
which hopes to answer that objection. Mr. R. L. 
Jewell, administrator of the Sedan City Hospital 
at Sedan, Kansas, has a plan whereby girls in 
their senior high school year are selected as nurse 
aides. They work five evenings a week and receive 
only $25 a month for this service. Then, following 
graduation, they select the school of nursing of their 
choice and all tuition and other necessary expenses 
are paid for them from their uncollected earnings 
above the $25 of the year before. Besides this, they 
also receive $15 a month for the entire three years 
for spending money. Upon completion of their 
education, the Sedan City Hospital has first priority 
on their services for a period of one year at a salary 
of meals and $200 a month. If any nurse so edu- 
cated prefers not to return to Sedan, she is obligated 
to pay the hospital $250 on its investment. Mr. 
Jewell estimates the cost of a nurse’s education to 
be approximately $1,000 and that she will have 
earned within $250 of that sum. The advantage to 
the nurse is that a position is waiting for her and 
her education is covered without expense. The ad- 
vantage to the hospital is that at least a portion of 
these students will return. 


The 40-Hour Week 


The second major problem concerns the resolu- 
tion to regulate the working time of nurses to 40 
hours in five successive days within a week. Here 
again much might be said, but little without preju- 
dice. It is easier for the average physician to under- 
stand the effort to raise educational standards than 
it is for him to justify the paSsage of this resolution. 


He can accept the fact that many nurses have not 
been paid a fair rate for the services they have ren- 
dered. They have worked long hours and have con- 
sistently given more than they have received. But 
to a degree, at least, the same applies to the physi- 
cian. He knew before he entered the practice of 
medicine that his working hours would be long, 
that heavy demands would be made upon his time, 
that he would perform many services for which he 
would never be paid. He knew before entering med- 
ical school that the life of a doctor is not a well 
regulated existence. In selecting medicine he ac- 
cepted the hardships voluntarily, considering them 
of less than major consequence. Presumably, other 
vocational opportunities were open to him, some of 
which might have provided greater security, regular 
hours, and other desirable features. However, know- 
ing all those things, he still selected medicine for 
whatever reasons he might have had, and in that 
knowledge he takes the difficulties, together with 
its advantages, without complaint. 

It is perhaps not completely unfair to suggest that 
as an important segment of the healing professions 
the nurse is in a comparable position. She too ac- 
cepted nursing because of opportunities, but to- 
gether with those advantages its liabilities. To have 
her now declare that her service to mankind will 
be rendered within a 40-hour, five-day week is some- 
thing short of the ideals upon which the nursing 
profession was founded. And quite possibly no argu- 
ment can be presented to completely erase this 
thought from the mind of the physician. 

The above comment is completely apart from the 
economics involved. The nurse should not be ex- 
pected to work for unreasonable wages. The phy- 
sician, to be fair, must be concerned over that factor 
and will render assistance toward improving the 
financial situation of nurses wherever conditions de- 
mand improvement. That can be accomplished with- 
out the formality of regulations which, even when 
self imposed, can only tend to reduce a profession 
from a high position to the status of a trade union. 
The benefits to be derived from the passage of this 
resolution, although material, might well bring with 
them further regulations and greater problems than 
any of those currently existing which they hope may 
be corrected. 


CHANGE OF ADDRESS 
Please notify the Kansas Medical Society of any changes in address. 
Help keep the mailing list up to date. 
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PRESIDENT'S PAGE 


Dear Doctor: 


While in Chicago during the A.M.A. convention we had the unusual experience of 
being invited to the Press Club as the guest of Mr. Robert Hurleigh for lunch. Mr. Hur- 
leigh broadcasts over the Mutual network and is also closely connected with “The World’s 
Greatest Newspaper” (Chicago Tribune) in an editorial capacity. We were very much 
interested in his opinion on the trend of the times. We had been impressed with his force- 
ful manner of speaking at Biloxi during the national Blue Shield-Blue Cross meeting, and 
were also impressed with the great fund of information he has at his finger tips. 


We have always enjoyed a strict interpretation of the Constitution and the Bill of Rights 
and have subscribed to the idea that there is more genuine consistency of thought embodied 
in the Tribune than in any reading we have been privileged to see. Mr. Hurleigh then 
called to our attention the great amount of criticism which had been aimed at the Tribune, 
ard went on to point out that a great many of the policies which had been most vehemently 
criticized had been vindicated and were now accepted as basic fundamental concepts. This, 
he thought, was due to the fact that they were consonant with clear thinking and also 
wholly consistent with basic fundamental concepts of government. 


The medical profession can, we think, learn a valuable lesson as far ‘as consistency and 
appreciation of basic fundamental concepts are concerned. We have one primary reason for 
existence. That is the health of the people of Kansas. We are, or should be, the guardians 
of the health of the people of Kansas. As such we must be actively interested in any mat- 
ters pertaining to health which may be presented to our state legislature. That is our 
responsibility. In this regard as a basic concept our critical attitude toward the cultists 
must be entirely ethical and based on the knowledge that their lack of preparation to 
practice the healing arts is dangerous to the health of the people of Kansas and therefore © 
our immediate concern. We believe that a legislative program founded upon such a policy 
is ethical, righteous, fair to all concerned, defensible and consonant with the principles 
of our democracy, and that it will add definitely to the dignity of the profession. 
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EDITORIAL 


Nursing—A Profession or a Trade? 


Since the monumental work of Florence Night- 

‘ygale nearly 100 years ago, the nursing profession 
as been one of the most honored professions in 
ar society. The ideals have been high, and the 
aspiration for young women to enter training for 
ursing has been chiefly that of service to their 
ellow men. This service has been given unstintingly 
.yhenever and wherever the demand existed, to the 
reat credit of the nursing profession. Nurses have 
een exalted to the position where it is no surprise 
) know of their going “beyond the call of duty” 
vith the services which they alone were capable of 
iving. This has been true during “normal” times, 

nd during times of “disaster,” either civilian or 
vnilitary in nature. 

During recent years there has been an increasing 
‘endency to lighten the amount of work done by 
smployed people and to decrease their working 
nours. At the same time the remuneration for ser- 
vices has increased, although in relation to the pur- 
chasing power of the payments received, it is often 
questionable whether there is any actual improve- 
ment in financial status. 

In this trend, the nursing profession has shared 
somewhat, but without the coercion and regimenta- 
tion that has been the feature of some employed 
groups. Nurses as a whole have realized the re- 
sponsibilities which they voluntarily accepted when 
they received the right to do nursing as a means of 
livelihood, have kept the cost of their services within 
reason when compared to other services, and have 
given of their services in the amount that was nec- 
essary to accomplish their primary purposes—ade- 
quate treatment of sick patients. 

There comes now, from the American Nurses 
Association, the resolution calling for a “five-day, 
40-hour week, with two consecutive days off” for 
all employed registered professional nurses. Included 
in the resolution is provision for change to this 
40-hour week with no decrease in present remunera- 
tion, and payment on the basis of time and one-half 
for any overtime work. | 

Theer are unquestionably arguments in favor of 
such a change. There are also some arguments 
against it. One is the intangible effect on the atti- 
tude of nurses, and the inspiration to induce high 
class young women to study nursing and to do 
nursing after completion of their education. It is 
suggested by the resolution that the 40-hour week 
is an “inducement. . . for prospective students of 
nursing to enter the profession. . .” But the ques- 
tion may well be asked whether such an inducement 
will interest the same caliber of young women as 
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those who have brought the profession to its pres- 
ent respected position; or will it attract those whose 
chief interest is in a remunerative job that will re- 
quire a minimum of effort and time—the clock- 
watching type of employee? If this type comes to 
be dominant in the nursing group, it will no longer 
be a profession devoted to service and giving freely 
of its abilities for the alleviation of illnesses of man- 
kind, but will become a group interested primarily 
in the pay check and the end of the work day. 

If the members of the medical profession at- 
tempted to limit their work to 40 hours per week, 
they would certainly be severely criticized, and 
justly so. Are the medical and nursing professions 
going to be separated as members of a closely united 
team working for a common principle? With 
changes such as these which are here proposed, is 
nursing making a change from a revered profession 
to that of a trade? We hope not. We hope that 
there is still a pride of purpose and pride in achieve- 
ment that surpasses the immediate lure of shorter 
hours of work. 


The Nurse's Dilemma 

Elsewhere in this Journal is recorded a statement 
that nine per cent of the current graduate nurses 
have academic degrees. Since they generally fill 
teaching, supervisory or public health assignments, 
that proportion appears about right in relation to the 
total. Should educational requirements be raised to 
increase that percentage, the shortage of nurses for 
bedside care will become greater than at present. 
Couple with this situation the reduction of students 
because numerous schools of nursing are being 
closed, and a currently difficult condition assumes 
the proportions of disaster. 

Bedside care of sick persons is essential, so hos- 
pitals and physicians will have no choice should the 
current resources be eliminated, but to obtain such 
service from outside the nursing profession. The 
prospect is not particularly inviting since nursing 
care should be provided by trained personnel—pro- 
fessional persons of the type that were educated in 
schools that today are considered inadequate. 

The dilemma rests, therefore, in the lap of the 
nursing profession. The doctor is admittedly con- 
cerned, but awaits the decision by the nurse as to 
whether she or some other group will perform nurs- 
ing services for sick people. Should she prefer the 
glamour of teaching, the problem of shortages will 
have been solved since teaching requirements will 
be impressively reduced. Should she accept the prin- 
ciple that patient care is nursing srevice, then she 
must further assume some of the responsibility for 
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its lack. She must turn one way or the other, and 
neither course appears carpeted with roses. 

The physician and nurse work as a team. They 
serve where they are needed and for whatever hours 
such care is required. They each possess a devotion 
to their profession that transcends interest in a time- 
clock, and count service as a considerable reward 
for their effort. This is not to infer that economics 
and educational standards are of no concern. Of 
course they are important. The first appears as a 
factor in personal survival, but the second is valid 
only as it relates to the effectiveness of the service 
that may be rendered the patient. In the care of the 
sick there can be no other reason for this problem 
to arise. This, then, is the primary point of dif- 
ference between the doctor and the nurse in the 
current conflict. She believes her educational 
standards should be elevated, while he generally 
holds to the opinion that the small hospital can 
offer satisfactory training in patient care. 

There is an honest doubt as to which view is cor- 
rect, but whatever the outcome there can be no com- 
promise on service. From at least one point of view 
it looks like this: if bedside patient care is an ac- 
ceptable service, then nurse education should be 
designed to prepare the student to perform such 
duties in an efficient manner. The physician who 
directs the care of his patient is in a position to 
judge the quality of such service. Higher education 
should most certainly be available for the student 
who prefers supervisory or teaching positions, but 
the largest portion of each graduate class is needed 
for patient care. 

However, the problem is not that simple. The 
nurse has had cause for complaint about educational 
practices. This situation should and can be im- 
proved. Hospital authorities and physicians must 
be willing to aid in correcting such defects. Should 
the nursing profession care to make this a coopera- 
tive venture, medicine will most certainly give en- 
thusiastic assistance. : 

The decision at this point rests with the nurse. 
It is hoped that her leadership will not direct her 
into a regrettable course. Such word of caution is 
not entirely without purpose, because her national 
influence has not always coincided with the philos- 
ophy of the independent, free thinking Kansas 
young woman any more than have medical problems 
of the populous coastal areas been solved as physi- 
cians in Kansas would solve them. 

An example, even if not directly related to the 
subject at hand, is the resolution passed by the 
American Nurses’ Association in 1950 and again in 
1952 on socialized medicine. This was first brought 
about at the request of the American Medical As- 
sociation in a plea for support during medicine's 
struggle for freedom. Instead of a forthright stand, 
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the American Nurses’ Association said in part 
“American nurses desire to remain free to provid 
nursing service in any prepaid health and medica 
care plan the American people adopt. . .” Nothin; 
in the resolution condemned federal domination o 
health care, either as it affects medicine or nursing 

Here once more the national association has di 
rected that the Kansas nurse shall follow a cours 
apart from hospital and medical viewpoints. He: 
problem is now to decide which will provide her the 
best opportunity for service. It involves her per. 
sonal future, the future of her profession, and her 
relationships with related professions as well as with 
the public. She has given the subject a great deal 
of thought, and it is sincerely hoped that her de- 
cision will prove to be wise. 


Indigent Health Services 


The Kansas Medical Society has had numerous 
meetings with the State Board of Social Welfare 
in an attempt to improve the program of indigent 
health care. The situation in this state is confused 
and without coherence. There are about as many 
plans as there are counties, and in each the pro- 
gram is practically autonomous. 

The State Board of Social Welfare now advises 
that a solution shall be arrived at prior to January 
1, and that the medical society may elect almost any 
reasonable program, except that it must be a uni- 
form effort embracing the entire state. The welfare 
board has been most cordial and is today completely 
willing to cooperate. Even the demand that one 
state-wide program be prepared is not entirely the 
decision of this board. It represents, rather, federal 
regulations imposed through the force of consid- 
erable grants-in-aid. 

The Kansas case load is falling. On July 31, a 
year ago, there were 69,759 persons on relief in 
Kansas. On July 31, this year, there were 63,693. 
Tentative figures reveal that approximately $4,000,- 
000 was spent last year for indigent health services. 
This includes physicians’ services, hospital expenses, 
drug bills, nurse and ambulance fees, etc. If the 
above figures are correct, and according to the best 
material available they appear reasonable, health 
care represents approximately 12 per cent of the 
total Kansas welfare cost. 


The State Board of Social Welfare does not nec- 
essarily demand a reduction in this figure. We are 
asked only to supply a uniform program. This, 
then, is the basis of many conferences the medical 
society has held with the board of social welfare, 
and the following paragraphs represent a tentative, 
preliminary report. It is requested that physicians 
consider the problem, and suggestions for a solution 
will be most sincerely welcomed. 


i 
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At the present moment two major plans have been 
y»lven consideration. Each of them involves prob- 
‘ms, but there is presumably no complete solution 
‘ ecause total health care for the indigent of Kan- 

s will not be purchased at normal charges. There- 
- re, whatever program is finally selected will cer- 
-cinly represent compromise in several directions. 

Plan 1 is to give each client a monthly allotment 

ith which he shall purchase his own health care. 

he formula is simple. If 12 per cent of the total 
udget is the correct figure for health care, then 
vat money will be equitably disbursed among all 
ersons on relief, which will give each person about 
5.00 a month with which he will pay all his health 
ervice bills. This plan is acceptable on the basis of 
zing uniform. It certainly will work a tremendous 
ardship on the hospitals because, unless consider- 
ole resources not known to the welfare department 
re available to the patient, the major health ex- 
senses will never be paid. 

Plan 2 may be divided into three parts, each of 
which begins the same. The State Board of Social 
Welfare will set aside the health care budget for the 
entire indigent population of the state. Again, if 
the estimates are correct, this will be approximately 
$4,000,000 a year. Disbursements will be made 
through the board of social welfare. Each purveyor 
of a service will submit his bill to the welfare board 
where, at the end of the month, it will be prorated 
according to the available money, and individual 
checks will be issued. The welfare board heartily 
disapproves of this procedure on the grounds that it 
is socialistic. It is legal, however, again on the basis 
of its uniformity, and is in operation in some areas 
of this country. 

A second means of disbursing this fund is through 
contract with Kansas Blue Cross and Blue Shield. 
This has been explored and rejected by the Kansas 
voluntary health agencies on the grounds that is is 
completely unrealistic with reference to expense. 

The third possibility is to give this $4,000,000 in 
12 installments to the medical society for distribu- 
tion. In return, the medical society shall contract 
with the board of social welfare to supply a stated 
amount of health care. Under this proposal the 
medical society will inherit all the headaches df the 
operation of this program “and would have no more, 
but probably no less, money on which to base its 
payments than is available today. 

There is, within the last named plan, a frame- 
work which might permit this program to operate. 
Should the society succeed in contracting with the 
Kansas Hospital Association and the Kansas Phar- 
maceutical Association, whereby they will supply 
their services in return for a stipulated percentage 
of the total, the medical society might thereby be 
relieved of that portion of this effort. Then, with 
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Service Separations 


As a service to physicians and communities 
in this state desiring additional medical per- 
sonnel, the Journal of the Kansas Medical So- 
ciety will publish in this column each month 
the names of medical officers who will shortly 
be separated from the armed forces. These are 
men who volunteered from Kansas, and many 
of them will probably be interested in finding 
locations in this state. Anyone interested in 
contacting these physicians may write to the 
address here given. 


Joseph E. Seitz, M.D. 
Wakeeney, Kansas 

John L. Weaver, M.D. 

4206 Prairie Lane 

Mission, Kansas 

George A. Westfall, Jr., M.D. 
Hertzler Clinic 

Halstead, Kansas 

Niles A. Borop, Jr., M.D. 

U. S. Army Hospital 

Camp Carson, Colorado 
Herbert Bunker, Jr., M.D. 

U. S. Army Hospital 

Fort Riley, Kansas 

Charles C. Gilkey, M.D. 

1731 Clay Street 

Topeka, Kansas 

Charles R. Hopper, M.D. 

172 Artillery Loop 

Fort Sam Houston, Texas 
Edwin R. King, M.D. 

1708 First Street, N.W. 
Washington 1, D. C. 
Harold Korner, M.D. 

2601 High 

Topeka, Kansas 

Walter J. Nowers, M.D. 

305 Handy Circle, Van Horne Park 
Fort Bliss, Texas 

Robert L. Stevens, M.D. 
Oskaloosa, Kansas 

Richard C. Tozer, M.D. 
Winter V.A. Hospital 
Topeka, Kansas 

Robert Weimer, M.D. 

206 Third Street 

Fort Leavenworth, Kansas 
Warren William McDougal, M.D. 
1070 West 3rd Street 

Colby, Kansas 

Donald R. Pierce, M.D. 

1015 Polk Street 

Topeka, Kansas 

Melvin A. Porter, M.D. 
Dellvale, Kansas 

Charles S. Davis, M.D. 

115 West 16th Street 

Galena, Kansas 

Robert Arthur MacNaughton, M.D. 
1426 West 20th Street 
Wichita, Kansas 

Rex Roger Taggart, M.D. 
3700 Cambridge 
Kansas City, Kansas 
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the remaining allotment, a formula could be devised 
upon which the money would be divided among 
each of the county medical societies within the 
state for whatever disbursement the individual so- 
cieties cared to make. 

The above is fragmentary and brief. Nothing has 
been decided at this time. It is easily possible that 
a totally different plan may ultimately be projected, 
or any of the above might be combined. This ar- 
ticle, therefore, is a preliminary report to the mem- 
bership in the hope that many suggestions may be 
received as to ways in which this large and im- 
portant problem may more effectively be solved. 


ACTIVITIES OF MEMBERS 


Dr. Noble P. Sherwood, Lawrence, became emeri- 
tus professor of bacteriology at the University of 
Kansas on July 1. He was organizer of the depart- 
ment and was its chairman from 1917 to 1948. Al- 
though retiring from teaching, he will continue to 
direct Navy research on experimental strep infec- 
tions and will collaborate with others on research 
on histoplasmosis. 

* * * 

Dr. Jerome S. Menaker, Wichita, recently became 
a diplomate of the American Board of Obstetrics 
and Gynecology. 

* * * 

Dr. Robert W. Myers has returned to his surgical 
practice at the Bethel Clinic, Newton, after spending 
18 months as an Army surgeon overseas, principally 
in Korea. 

* * * 

Dr. George E. Burket, Kingman, announces that 
Dr. Sam Zweifel is now associated with him in prac- 
tice. Dr. Zweifel was graduated from the Univer- 
sity of Kansas School of Medicine in 1949 and was 
recently released from the Navy. 

* * * 

Dr. Charles E. Gollier, Independence, is now part 
time health officer for Montgomery County. He has 
submitted his resignation as coroner of the county. 

* * * 

Dr. Paul H. Wedin, Wichita, was speaker at a 
meeting of the Sedgwick County Pharmaceutical 
Association recently. His subject was “Tuberculosis 
and its Treatment.” 

* * * 

Dr. Alexander C. Mitchell, who was graduated 
from the University of Kansas School of Medicine 
in 1950 and has been practicing in Clyde for the 
past year, has accepted an appointment to the Uni- 
versity of Kansas Health Service staff at Watkins 
Memorial Hospital, Lawrence. 
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A $1,200 annual medical research fellowship ha 
been established by the Wichita Foundation o: 
Medical Research, Inc., at the University of Wichit 
in memory of the late Dr. James S. Hibbard. 

* * *. 

Dr. Frederic Speer, Kansas City pediatrician, wa: 
speaker at a recent institute held in Kansas City fo. 
parents of blind children. 

* * * 

Dr. Robert O. Brown, Atchison, has been electec 
secretary-treasurer of the Atchison County Publi 
Health Association. 

* * * 

Dr. Ralph H. Major, University of Kansas Med- 
ical Center, has been appointed delegate of the 
American Association of the History of Medicine 
to a meeting of the International Society of the 
History of Medicine at Nice, France, this month. 

* * * 

Dr. Ralph J. Metcalf, El Dorado, was named 
president of ihe city board of education at a meet- 
ing held last month. He has been a member of the 
board since 1949 and has just completed a term as 
vice president. 

* * * 

The Gelvin-Haughey Clinic, Concordia, an- 
nounces that Dr. H. V. Stryker is now a member of 
the staff, specializing in internal medicine. Dr. 
Stryker has been on the staff of a clinic in Dubuque, 
Iowa. At Concordia he will fill the vacancy on the 
staff made by the recent resignation of Dr. Robert 
Chapman, who has returned to Oak Park, Illinois. 

* * 

The Achenbach Memorial Hospital, Hardtner, an- 
nounces the addition of two new members to its 
staff, Dr. Lonis L. Schurter and his wife, Dr. Betty 
Sue Schurter. Both hold degrees from Emory School 
of Medicine, Atlanta, Georgia. 

* * * 

Dr. Clair Cavanaugh, formerly on the staff of the 
Las Vegas Hospital, Las Vegas, Nevada, is now 
radiologist at St. Rose Hospital, Great Bend. 

* * * 

Dr. C. V. Haggman, after practicing 51 years in 
the Scandia community, announced his retirement 
this month and reported that he plans to make his 
future home in Kingsport, Tennessee. 

* * * . 

Dr. V. J. Elson has been elected president of the 

board of education of District 21 in Paola. 
* * * 

Dr. S. T. Coughlin and Dr. LeRoy W. Shepard, 
Larned, announce that Dr. Joseph G. Millet is now 
associated with them in practice. Dr. Millet is a 
graduate of Creighton University and has completed 
a three-year residency in surgery at Creighton Me- 
morial St. Joseph Hospital. 
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Dr. Charles M. Miller, Oakley, was honored at a 
community celebration on August 10. Speakers on 
“he program were Governor Edward F. Arn and Dr. 
‘Warren F. Bernstorf, president of the Kansas Med- 
cal Society. 


Dr. J. B. Ungles, who retired from active prac- 
‘ce several years ago, has resumed practice in Sa- 
inta in association with Dr. Ronald J. Garst. 

* * * 

Dr. H. L. Patterson and Dr. W. R. Brenner, Lar- 
ed, announce that work has begun on the construc- 
ion of a new clinic building in which they will 
ractice. 

* 

Dr. Marshail E. Hyde, who formerly practiced in 
Ittawa and recently has been on the staff of the 
Wichita VA Hospital, has bought the practice of 

che late Dr. Harold W. Palmer in Wichita. 


* * 
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Grants for Cancer Studies 


Thirty-four Public Health Service grants, totaling 
$523,993, to aid cancer control studies in 16 states, 
were announced recently by the Federal Security 
Agency. The sum of $29,718 was granted the Uni- 
versity of Kansas Medical Center for evaluation and 
development of sero-diagnostic tests for cancer, 
under the direction of Dr. Robert E. Stowell and 
Dr. J. H. Hill. An additional amount of $10,000 
was appropriated for use in establishing a library 
of tumor specimens for pathologists in Kansas, Iowa, 
Missouri and Nebraska. Dr. Stowell and Dr. L. D. 
Stoddard will direct the latter project. 


In the field of health, men of different races and 
creeds work easily together for objectives in which 
all men believe and which are of benefit to all.— 
Frank G. Boudreau, M.D., Pub. Health Rep., April, 
1952. 


Explaining the 


Warren F. Bernstorf, M.D., president of the Kansas Medical Society, was invited to 


Kansas Plan 


visit with General 


Dwight D. Eisenhower in Denver on Tuesday, August 19. The purpose of the interview was completely 
non-partisan and non-political. The invitation was issued by Senator Frank Carlson of Kansas on the basis 
that General Eisenhower requested detailed information on the Kansas plan for supplying physicians to 
rural areas. Dr. Bernstorf explained how the program started and that it appears to be successful, thanks 
to the outstanding efforts of the School of Medicine at the University of Kansas and of the people of 
this state. At the conclusion of the conference Mrs. Eisenhower came into the room, and when a press pho- 
tographer requested a picture she most graciously consented to joint the group. 
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Case Reports From The University of Kansas 
Medical Center 


Clinical Pathological Conference 
Sudden Death 


Edited by Glen R. Shepherd, M.D., and Mahlon 
H. Delp, M.D, from recordings of the conference 
participated in by the departments of medicine, 
pathology, radiology, and urology and the junior and 
senior classes of medical students. 

Case Presentation 

H. S., a 64-year-old colored male, was recalled into 
the medicine outpatient department for a routine 
follow-up visit. He suddenly died immediately after 
registering. 

The patient was first seen at KUMC three years 
previously in the genito-urinary department on July 
16, 1948, complaining of inability to void. He stated 
that he first had this difficulty five to six years be- 
fore admission and had had to be catheterized. He 
also complained of minimal exertional dyspnea at 
that time. 

Physical examination revealed a blood pressure 
of 116/70, pulse 78 and regular. Heart sounds were 
distant but no murmurs or enlargement were noted. 
Tenderness was elicited over the bladder region. The 
bladder was palpable two inches above the sym- 
physis. Rectal examination showed Grade I benign 
prostatic hypertrophy. There were no other posi- 
tive physical findings at this time. 

Blood count, Wassermann and Kahn, NPN and 
blood sugar were normal. I. V. pyelograms showed a 
nonfunctioning right kidney and a hydronephrosis 
on the left. A transurethral resection was performed 
and recovery was uneventful. He was dismissed 
August 3, 1948. 

The patient was seen in the medicine outpatient 
department October 25, 1948, complaining of a pain 
in his left side which had awakened him, was sharp 
in character and radiated into his left testicle. The 
pain had persisted since onset but became less in- 
tense. No blood appeared in the urine at that time. 
However, because of urinary retention, catheteriza- 
tion was necessary. 

On physical examination, fundoscopic showed 
venous nicking where crossed by an arteriole. The 
PMI was one centimeter to the left of the mid clav- 
icular line. Grade III blowing diastolic and late 

systolic murmurs were noted at the apex. The sec- 
ond pulmonic sound snapped. The abdomen showed 
some tenderness in the left flank with a splinting 
of the muscles. 

Laboratory results were as follows: Sedimenta- 
tiom rate 17 millimeters in an hour; blood exam- 


ination showed 97 per cent hemoglobin, 5,510,00: 
red blood cells, 7,150 white blood cells, normal dif 
ferential count, blood sugar 72, NPN 39.5, Wasser 
mann and Kahn negative; spinal fluid examinatio: 
showed negative Pandy, negative colloidal gok 
curve, negative Wassermann, total protein 55/. 
mgm. per cent, cell count 4, no red blood cells. Afte: 
x-ray studies, the patient was referred back to th 
genito-urinary department for further examination 
An alkaline and acid phosphatase were within nor- 
mal limits. 

On October 28, 1948, the patient was digitalized 
and on November 4, 1948, began vomiting. Digi- 
talis was discontinued for two days. Numerous ex- 
trasystoles appeared. On November 1 the patient 
was referred back from the genito-urinary out- 
patient department with a diagnosis of no pathology 
in the kidney and urinary bladder. On November 
29 he was referred again to the genito-urinary out- 
patient department following a recurrence of the 
pain in the left flank. 

The patient was readmitted to the GU service 
March 22, 1949, and April 1, 1949, at which time 
his findings were essentially unchanged. Medical 
consultation was obtained and the patient was re- 
digitalized at that time. 

He was seen again in the medicine outpatient de- 
partment on May 16, 1949, at which time he was 
complaining of seeing spots before his eyes and of 
being nauseated. Digitalis intoxication was con- 
sidered. On July 5, 1949, the patient had a transient 
spell of unconsciousness and accompanying pre- 
cordial pain which radiated into the left shoulder. 
On July 25, 1949, intense pain developed in the 
left flank with some urinary retention. The patient 
was again referred to the GU service. Digitalis 
medication was continued. In November, 1949, a 
complaint of some edema of the hands and feet 
appears on the record. The patient was then absent 
from the outpatient department for about a year. 

He was seen September 7, 1950, complaining of 
typical exertional pain in the chest, noted also fol- 
lowing eating. Examination showed the pulse to be 
72 with occasional prematurities. The patient had 
increasing shortness of breath. Digitalis was again 
started, following which he complained of flashes 
of light in front of his eyes, and many extrasystoles 
were noted the next week. Reduction in the dosage 
of digitalis resulted in improvement of the symp- 
toms on October 9, 1950. 


The patient was not seen again until February 14, 
.951, at which time he had been called in for a fol- 
ow-up visit. His wife stated that he had been feel- 
ag fairly well except for occasional chest pain and 
jat he had been taking digitalis. The patient col- 
ypsed on the floor of the outpatient department 
nmediately upon arrival, became quite rigid and 
efore his chest could be examined, expired. The 
erminal episode lasted five minutes. 

Question: Did the heart murmurs remain about 
ae same on subsequent examinations? 

Dr. Robert Bolinger (Medicine): I didn’t see 
im on his first examination in the genito-urinary 
linic, but from the time I saw him, October 25, 
948, I saw no change in his murmurs at all. He 
ad the same loud murmurs the whole time. 

Question: Had he had any respiratory infections 
wt anything preceding this episode? 

Dr. Bolinger: He had no febrile episodes, no 
vidence of chills or fever. The only fever recorded 
n the history was that following his prostectomy. 
it was a slight fever. 

Question: Were the IV. pyelograms done on his 
first admission to the GU service? 

Dr. Bolinger: No. They were not. They were 
done in the outpatient department. 

Dr. Delp: I think Dr. Bolinger is correct. There 
were apparently two procedures carried out. I think 
he had a second transurethral. Any other questions? 
This man’s serology was reported as negative. Is 
that right, Doctor? 

Dr. Bolinger: Yes, sir, on several occasions. 

Dr. Delp: Had he had any anti-luetic treatment 
at any time? 

Dr. Bolinger: He had only local treatment to the 
chancre. 


Question: How much digitalis was he taking? 


Figure I. EKG’s on dates shown. Their interpretations are in 


text. 
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Do you have a fair idea of the last two or three 
months? 

Dr. Bolinger: We don’t know certainly. The 
dosage prescribed before he left here was one tablet 
of digitalis leaf (1.28 grams) five times a week. 
That was the last order given, in October. 

Dr. Delp: It is your impression, isn’t it, Dr. 
Bolinger, that the man at various times had too 
much digitalis? 

Dr. Bolinger: On at least three occasions. 

Dr. Delp: At one time he was fully digitalized 
and being maintained. He was then re-digitalized. 
Is that right? 

Dr. Bolinger: As near as I can tell from the rec- 
ords. 

Dr. Delp: May we see his electrocardiographic 
tracings? I think there are three. 

Dr. E. Grey Dimond (Medicine): The first EKG 
was taken on October 28, 1948. We note fairly reg- 
ular complexes with the QRS duration 0.14 sec- 
onds, indicating a bundle branch block. Several 
ventricular premature contractions appear. A chest 
lead indicates a right bundle branch block. 

On November 4, 1948, the EKG shows the heart 
was well digitalized. The RST segment is cupped. 
Ventricular premature contractions alternate with 
normal contractions and appear to originate from 
several sites. This would palpate as a pulsus bige- 
minus. This could be due either to coronary disease 
or more probably to coronary disease irritated by a 
little digitalis. 

On March 23, 1949, the patient had a bradycardia 


Figure II. 1.V. pyelogram March 22, 1949. (a) Shows dilated 


left renal pelvis and (b) dilated left ureter. 
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with a rate of 60. There are notched P waves in lead 
II. PR interval then was 0.16 second. Together with 
a sinus bradycardia, he had infrequent ventricular 
premature contractions and right bundle branch 
block. 

Dr. Donald Germann (Radiology): KUB films 
taken in July and November of 1948 showed de- 
generative changes in the pelvic vessels—peripheral 
vascular sclerosis, no evidence of kidney function on 
the right side. The left kidney pelvis was dilated 
markedly together with a severe hydronephrosis. 

A chest film in March, 1949, showed the heart 
not unusually large but with a hypertensive con- 
tour, a definite boot shape. Though the pulmonary 
artery was not particularly prominent, the aortic 
knob was prominent enough to indicate some 
sclerotic change in the aorta. 

An LV. pyelogram performed October 11, 1949, 
showed the same findings as on the previous exam- 
ination. 

Dr. Delp: Mr. Vale Page. 


Differential Diagnosis 

Mr. Vale Page (Senior medical student* ): This 
is the story of a man who climbed the stairs to see 
the doctor, fell on the floor and died. Had the pa- 
tient stayed home and avoided exertion, he also 
might have run out of digitalis. So I think maybe 
those two points deserve a little discussion. We must 
begin with a differential diagnosis on the causes of 
sudden death. 

I first considered Adams-Stokes syndrome, a heart 
block. According to Beckman, this can be caused 
by arteriosclerosis, syphilis, rheumatic heart disease, 
tuberculosis, and adipose changes in the conduction 
tract. According to Levine, the Adams-Stokes syn- 
drome is a condition in which syncope is a major 
and a characteristic finding. Usually there are sud- 
den unexpected unconscious spells with or without 
convulsions. Jt is said the exact diagnosis is de- 
pendent upon findings in the EKG made during 
an attack. I can’t exactly rule out Adams-Stokes syn- 
drome but then, outside of this very sudden attack, 
there was no cry of pain and no description of pain. 
I can’t diagnose Adams-Stokes syndrome in this 
patient. On the other hand it might have been 
present. 

For pulmonary embolism I would expect to have 
a history of a previous operation some time soon 
before the patient's death, and the presence of phle- 
bitis. But we don’t have that. This man may have 
died from a pulmonary embolism. Usually there is 
sudden severe dyspnea, cyanosis, and precordial 
pain. Precordial pain is not described in this patient, 
nor is spitting of blood. 


-*Dr. Page received his M.D. in June, 1951. He is now in prac- 
tice at Norton, Kansas. 
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Aortic regurgitation may be present. Sudden death 
from this occurs by cardiac failure or during an 
anginal attack. The positive auscultatory findings 
are suggestive. But did this patient have angina! 
pain? Although we have fairly good evidence tha: 
this man had arteriosclerotic heart disease, I think 
the murmur is not too significant. You can have a 
murmur from fever, anemia, or hypertension with a 
left ventricular dilatation resulting in a murmur. A 
murmur also can occur with coronary heart disease 
and myocardial disease. I don’t actually believe that 
he had a valvular disease. 


My next consideration was that of ruptured aortic 
aneurysm. Until I looked at the x-ray I hadn’t 
thought much about that. The protocol records a 
chancre at age 18, so you certainly have to consider 
that. I hadn’t thought much about it because one of 
the prerequisites is the knowledge that an aneurysm 
does exist. In the exodus there were no signs of 
hemorrhage. There was cyanosis. I really don’t think 
that he had a ruptured aortic aneurysm. The size of 
the aortic knobs again confuses me and makes me 
wonder if he did or did not have a ruptured aortic 
aneurysm. The x-ray people say he didn’t. 


Cerebral hemorrhage was my next consideration. 
Certainly there was hardly any time to examine the 
patient to find out whether he had had one or not. 
There were no recorded neurological findings. If 
the patient had been hypertensive, I might be in- 
clined to think that this was a cerebral hemorrhage. 


Now I must go gn to my final diagnosis. The 
cause of 50 to 80 per cent of all cardiac deaths, in- 
cluding sudden deaths, is coronary occlusion. At- 
tacks not infrequently follow a meal, and we have 
a description of this patient with exertional pain 
after a heavy meal. The coronary occlusion causes 
substernal and precordial anginal pain. He did have 
some cardiac enlargement described. I believe that 
is the final diagnosis. 


I would like to say a few things about the digi- 
talis. Digitalis causes extrasystoles in patients only 
if myocardial damage exists. I think we can pretty 
well assume that myocardial damage did exist with 
this patient. Scherf and Boyd say that in patients 
who show extrasystoles during treatment with digi- 
talis, it is very necessary that digitalis be discon- 
tinued. If you continue with it, the number of extra- 
systoles often increase and threaten a ventricular 
tachycardia, with perhaps a ventricular fibrillation 
in the end. Ventricular fibrillation is one of the 
causes of sudden death especially in patients with 
coronary artery disease. It is rarely a transient phe- 
nomenon, but rather kills. 


I think the patient died of coronary occlusion and 
cerebral anoxia. 
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Dr. Delp: Dr. Berry, may we have your differ- 
ential diagnosis? 

Dr. Max Berry (Medicine): I think it hardly 
possible to make a positive diagnosis as to what 
happened to this patient because he wasn’t under 
sufficiently close observation. A good deal of im- 
portance might have gone on during his long ab- 
sences from the clinic that would contribute to 
making a diagnosis. Ht might have had pain in his 
chest. He could have had symptoms enough to 
make a diagnosis of myocardial infarction during 
that time and make it without any hesitation. 

From the chart, my impression was that this man 
probably died as a result of ventricular fibrillation 
aggravated by digitalis intoxication. That is not a 
rare turn of events. It is possible that he was in- 
toxicated on the dosage of digitalis that he was 
given, although that should have been a rather safe 
margin, five 1.28 grain tablets of digitalis leaf in 
a week. I don’t think he had a ventricular fibrillation 
from that much digitalis. It is possible, but it isn’t 
very likely. The patient did have a disturbance in 
conduction—the bundle branch block. This should 
have made the patient a little more liable to develop 
an increased irritability and such a disturbance of 
rhythm as ventricular fibrillation. 

The final cause of death was almost certainly one 
of two things. It was either a ventricular fibrillation 
or a rupture of the heart or the aorta. Since we don’t 
have a history of a coronary occlusion or a myo- 
cardial infarction occurring during this interval, and 
although we don’t have a history that he had any 
pain, it would be a little unlikely for a tear in the 
aorta to occur that suddenly, except on the basis of 
an old aneurysm. A dissecting aneurysm usually 
takes longer than that to cause death. If it were a 
rupture of the aorta, it had to be a rupture on the 
basis of an old aneurysm, which I don’t think he had. 

In the absence of any other evidence, we will say 
that it either had to be a rupture of his heart or 
ventricular fibrillation. I think it had to be ven- 
tricular fibrillation because all of his history points 
to digitalis intoxication. At least it points to a highly 
increased irritability of the myocardium. He had 
multifocal premature ventricular systoles which were 
exhibited on one of these electrocardiograms some 
year and a half ago. area 

I don’t think there is very much question of doubt 
about the mechanism of his death. I don’t believe 
he died as a result of being poisoned on digitalis 
from the dose prescribed. He probably took more 
than prescribed. 

Dr. Delp: You think it is possible he had been 
overdigitalized for a long time? 

Dr. Berry: I think he was. I doubt very much 
that it had anything to do with the development of 
his bundle branch block. 
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Dr. Delp: Do you see any remote connection, Dr. 
Mitchell, between this patient's hydronephrosis and 
non-functioning kidney and the terminal situation? 

Dr. Andrew Mitchell (Urology): No, I don’t. I 
think if we had made retrograde studies on him we 
would probably have found that the right kidney 
had the same picture as the left, only more so. Some 
of it was damaged to the point of non-function by 
his lower urinary tract obstruction. From the amount 
of dye he did excrete on the last intravenous pyelo- 
gram, he certainly had enough remaining function 
that he was no invalid on the basis of renal failure. 

Dr. Delp: Do you think that this non-function- 
ing kidney on the right was a direct result of his 
prostatic obstruction? 

Dr. Mitchell: I am assuming that it was, as well 
as the hydronephrosis on the other side. 

Dr. Delp: You don’t think this man had a Gold- 
blatt kidney and over a period of years developed 
a hypertension that we didn’t recognize? 

Dr. Mitchell: No. 

Dr. Delp: May we hear from the pathologists 
now? 

Pathology Report 

Dr. Elizabeth Corbett (Pathology): This was a 
well developed 65-year-old colored male. The body 
cavities showed nothing remarkable. The heart 
weighed 400 grams and was flabby. There were 
several white milk patches seen on the visceral 
pericardium. The endocardium showed consider- 
able subendocardial fibrosis and sclerotic plaques. 
There was a small endocardial polyp in the left ven- 
tricle under the mitral valve ring, a polyp about 
three mm. in diameter and attached by a thin fine 
pedicle. The valve rings were dilated about one to 
two centimeters. The mitral and tricuspid valves 
were slightly thickened. There were a few nodules 
along the free edges of the mitral valve which are 
suggestive of rheumatic fever. The chordae tendineae 
from the mitral valve were slightly shortened and 
thickened. There was some sclerosis of the aortic 
ring. 

On the upper posterior portion of the septum 
and in the left ventricle, the upper posterior por- 
tion, there was a rather large fibrous area extending 
through all the muscle wall. This formed some sort 
of an aneurysmal dilatation in the left ventricle. 
There were other old fibrotic scarred areas seen 
throughout the myocardium. The right coronaries 
leading into the old infarcted area were markedly 
sclerotic, and there was also one coming over from 
the left side that was scarred and contracted. Other- 
wise the vessels were patent, but they showed some 
sclerosis of the intima. There was some sclerosis of 
the pulmonary vessels. 

The right kidney weighed only 100 grams. The 
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pelvis was markedly dilated and the kidney sub- 
stance was atrophied, leaving a shell of remaining 
kidney tissue measuring only three mm. The left 
kidney weighed 200 grams and its pelvis was less 
dilated. On the left the glomeruli were visible and 
the medulla was striated. The cortical medullary 
junction was distinct there. The ureters were dilated 
and the walls were thickened on both sides. 

The prostate was small, slightly nodular and firm. 

The aorta was of the usual size with moderate 
ulceration, calcification, and sclerotic plaques. There 
were some stellate scars in the thoracic portion of the 
aorta, the longitudinal wrinkling at the abdominal 
portion. 

The other organs showed nothing remarkable as 
to size or pathological findings. 

The provisional gross anatomical diagnoses were 
as follows: generalized arteriosclerosis, coronary 
sclerosis, chronic fibrous myocarditis, aneurysm of 
the left ventricle, hypertrophy and dilatation of the 
heart, bilateral hydronephrosis, hydro-ureter, ar- 
teriolar nephrosclerosis, probably syphilitic aortitis, 
narrowed right coronary ostia, chronic splenitis, and 
old healed primary tuberculosis of the right lung. 

Dr. Delp: Do you feel, Dr. Hamilton, that this 
man had evidence of lues in his aorta? Are there 
really syphilitic lesions present? 

Dr. Thomas R. Hamilton (Pathology): Yes. 

Dr. Delp: Do you really think that the anatomical 
alterations here are enough to account for this sud- 
den death? 

Dr. Hamilton: Yes, I do. 

Dr. Delp: Well, I think that you probably have 
to bridge a gap with intangibles which have to do 
with disturbed physiology. The patient was living 
and active one minute; the next he died. 

Dr. Delp: Any questions of Dr. Hamilton now? 

Question: I would like to ask Dr. Hamilton the 
cause of death. 

Dr. Hamilton: Coronary insufficiency from an 
occluded ostium and myocardial infarction. 

Dr. Dimond: That is an anatomical lesion. Dis- 
turbed physiology must explain this death. 

Dr. Hamilton: He is right. We can’t show ven- 
tricular fibrillation, but we feel that it occurred. 

Question: This is a general question. I just want 
to ask if this man’s kidney impairment had any 
bearing upon the digitalis sensitivity? 

Dr. Dimond: Not sensitivity. It might account 
for his lack of excretion of it. That is not saying the 
same thing that you just said. An animal with com- 
plete anuria requires the same amount of digitalis 
to digitalize in a matter of six hours, but you don’t 
have to give any maintenance dose thereafter. 

Dr. Delp: Do you think that might have occurred 
in this patient? 

‘Dr. Dimond: I don’t know. 


Dr. Delp: It doesn’t seem very reasonable doc 
it? He was showing no evidence of retention o 
other normally excreted substances. 

Dr. Dimond: If he was going to die of digitali 
he should have died a year and a half ago. Tha 
was when he was most severely poisoned. 

Dr. Delp: There are a few things I would lik 
Dr. Dimond to say in summary concerning th 
question of sudden death. 

Dr. Dimond: I would say that truly sudden deat! 
is practically always due to coronary disease witl 
ventricular fibrillation. Other forms of death are ir. 
reality less rapid and less dramatic such as pulmonary 
embolus, rupture of a great vessel, or rupture of the 
heart. Only asystole of the heart comes with ir- 
revocable rapidity. It is interesting to note that mos: 
people think that a stroke is a cause of instantaneous 
death, but most people with a stroke do not die 
instantaneously. And lastly, the type of sudden death 
we see in the hospital most commonly consumes 
many minutes. 

Summary 

A patient with known heart disease, much an- 
atomical renal change and digitalis intoxication 
making a routine visit to the physician suddenly 
falls upon the floor and within less than five min- 
utes is pronounced dead. The pathologists are able 
to demonstrate gross anatomical evidence of ad- 
vanced coronary artery disease, aneurysmal change 
in the left ventricle and bilateral hydronephrosis. 

It is clear that these lesions, undoubtedly present 
in a living breathing patient as he walked into the 
physician’s office, cari hardly be used as an explana- 
tion for death. Something is lacking. We must turn 
to disturbed physiology for satisfactory answers. 
Probably a critical arrhythmia, such as ventricular 
fibrillation, best answers the question. Such clin- 
ical features as angina pectoris, myocardial irrita- 
bility, digitalis intoxication, and pathologic findings 
of coronary artery disease, syphilitic aortitis and 
kidney damage fit together well in providing the 
proper background for this fatal disturbance. 

Using the elapsed time element as criteria, “sud- 
den death” is most often due to critical disturbances 
of cardiac rhythm resulting in functional asystole. 
Such fatal blows as rupture of the heart, rupture of 
the aorta, pulmonary embolization and cerebral hem- 
orrhages kill much more slowly. 


All products advertised in the Journal of the 
Kansas Medical Society have been approved by the 
appropriate councils of the American Medical As- 
sociation, giving assurance to the physician that 
advertising claims are justified. The physician’s 
patronage of firms advertising in the Journal is an 
expression of his appreciation for their support of 
the state publication. ; 
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BLUE SHIELD 


New Faces—New Challenges 


A coming issue of the Journal of the Kansas Med- 
ic il Society will carry the names of the newly ap- 
; -inted committees. These are the people upon 
v 10m Dr. W. F. Bernstorf, the president, will de- 
} ad for assistance in his important job at the helm 
« the Kansas Medical Society for the coming year. 

nong the committees is the Blue Shield Relations 
_ ommittee, a most important one, giving Kansas 

tors the opportunity to participate in the ad- 
‘ acement and administration of their own prepaid 
: edical care program. 

The Blue Cross-Blue Shield staff welcomes the 
portunity of meeting’ with the new members of 
is committee for instruction, inspiration and co- 
eration. Each member of the committee will be 
osked to appoint his own group of representatives 
‘rom the county medical societies in his councilor 
cistrict. Through the smaller groups, communica- 
ion can be established with the doctors at the county 
level. New ideas, progress reports, suggestions for 
increased participation by the doctor—all these can 
be brought to the county medical society by the 
doctor serving on the local committees. 

The 12 members of the Blue Shield Relations 
Committee will meet with staff members some time 
in October. Plans will then be made for the fulfill- 
ment of proposals made at the annual meeting in 
April. Local meetings will be arranged by the mem- 
bers of this committee and attended by staff mem- 
bers. Suggestions for projects are always welcome. 

The program of economy in utilization was 
brought to the county medical societies last year by 
staff members who attended meetings whenever pos- 
sible. Continued cooperation by Kansas doctors is 
probably the most important answer to the high 
utilization of hospital and medical facilities by Kan- 
sas members. In an effort to throw additional light 
on why some areas have high utilization and some 
low, a detailed study is being made of the utiliza- 
tion in two counties as it relates to the experience 
in employee groups. These groups are being ex- 
amined on the theory thatethe age distribution be- 
tween the two counties would be much the same 
within this category of membership. 

Other studies are proposed, such as a break-down 
of cases by amounts in both Blue Cross and Blue 
Shield in order to examine the possibilities of a 
deductible in both services. Also, a continuation of 
the study of group utilization will be valuable in 
determining underwriting requirements. 

When the decision was made to do the Shawnee 
County enrollment, it was decided to experiment 
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with one phase of enrollment policy by prohibiting 
people from enrolling in community membership 
who were eligible to enroll through an employee 
group where there were eight or more employees. 
The results of this enrollment will be interesting and 
important in the management of future enrollments 
in relatively large communities. 

The doctor's assistant plays an important part in 
the success of Blue Cross-Blue Shield in Kansas. 
That is why the close cooperation between the Kan- 
sas Medical Assistants’ Society and the staff has been 
so valuable. Suggestions for improvement in these 
relations will be welcomed as well as new ideas for 
the part Blue Cross-Blue Shield can play in the ex- 
pansion of this program in Kansas. 

Other states have instituted a program of indi- 
vidual personal contacts; this is desirable but ex- 
pensive and time consuming on the part of the phy- 
sician as well as the staff member. Such meetings can 
be arranged whenever necessary or whenever the 
physician requests them. Otherwise, the program 
above outlined will be followed through the coming 
year in an attempt to bring into more active use the 
talents and interest of Kansas physicians and their 
assistants. 


Society of Audiologists Formed 


A new organization, the Society of Hearing Aid 
Audiologists, was formed recently at a meeting held 
in Chicago for the purpose of “satisfying the long- 
recognized need by the public and medical profes- 
sion for a responsible reference in selecting com- 
petent hearing aid consultants and firms.” Thornton 
Zanolli, president of Audiphone Company of De- 
troit, was elected president. 

Applicants seeking certification by the society 
will be requiced to take written and oral examina- 
tions. Those meeting the qualifications will be listed 
in a roster published annually and distributed to 
otologists, medical associations, government agen- 
cies, and others in related fields of audiology. 

The program of the group also includes publica- 
tion of a journal, “The Decibel,” containing articles 
written by members of the medical profession. 


Committee Studies Rheumatic Fever 


As a starting point in its work to combat a spe- 
cific malady, the Rheumatic Fever Committee of 
the Kansas Heart Association has outlined a three- 
fold plan, embodying the following objectives: 
(1) setting up diagnostic practices and standards; 
(2) assembling statistics on the incidence of rheu- 
matic fever, and (3) preparing a sound educational! 
program for the general public. 


Our advertisers will appreciate your patronage. 
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To Help in National Campaign 


Mr. Clarence G. Munns, former executive secre- 
tary of the Kansas Medical Society, has been ap- 
pointed to direct the national Republican campaign 
of General Dwight D. Eisenhower with reference to 
the medical, dental, hospital and pharmaceutical 
professions. He has accepted this assignment and 
is now in Washington, D. C., where he will remain 
until approximately the time of the November 
election. 


Command Performance 


The Kansas City Southwest Clinical Society an- 
nounces that its annual clinical conference, this 
year a “Command Performance,” will be held at 
the Municipal Auditorium, Kansas City, October 6 
through October 9. The name for this year’s pro- 
gram is derived from the fact that the panel of 
speakers is made up of physicians who have ap- 
peared on the program and are being presented 
again because of popular demand. 

This year marks the 30th fall conference spon- 
sored by the society, 30 years of postgraduate in- 
struction by outstanding men of medicine. It has 
not been the policy of the society in the past to in- 
vite speakers to take part a second time, but the 
executive committee made an exception this year 
to celebrate the 30th anniversary. Since it was not 
possible to comply with all requests for speakers to 
return, 16 physicians best fitted for the program this 
year were invited to take part. The speakers are 
listed in an advertisement on Page 460 of this issue. 

It is the society’s hope that additional participants 
in past programs may be brought back for future 
conferences. 

All physicians are invited to attend this year's 
“Command Performance.” 


Refresher Course in Cardiology 


Plans have been completed by the Committee on 
the Study of Heart Disease for the annual refresher 
course in cardiology, to be held at the Broadview 
Hotel, Emporia, October 29 through November 1 
Dr. E. Cowles Andrus, associate professor of medi- 
cine at Johns Hopkins University, Baltimore, will 
conduct the course. 

The program has been designed for physicians 
with previous postgraduate work in cardiovascular 
diseases. The speaker will review pertinent advances 
in which his department has been interested and 
original work being conducted in the department. 

The course is limited to 40 matriculants, and all 
places have been filled. Physicians who wish to 
attend in case there are cancellations by those now 
registered, may have their names placed on an alter- 
rate list by sending checks for the matriculation 


fee, $25, to the Kansas Medical Society. Checks ae 
to be made payable to the chairman of the co:»- 
mittee, Dr. Philip W. Morgan. The alternate | + 
will be closed October 1. 

The committee is also making plans for a or - 
day course in cardiology to be held later in the f. '. 
There will be no attendance limit on the lat: 
course. 


Kansas Licenses to 131 


One hundred thirty-one physicians recently : - 
ceived licenses to practice in Kansas, according tc : 
report issued last month by the Kansas State Boz | 
of Medical Registration and Examination. Of tl s 
number, 85 were issued licenses by virtue of havir 
successfully completed examinations given on Juie 
4 and 5. The remaining 46, who held licenses issuc 1 
by other states or by the National Board of Medic: 
Examiners, were licensed by endorsement. 

Those who took the examination, for the most 
part, were graduated from the University of Kansas 
School of Medicine in June and are now serving iti- 
ternships at hospitals throughout the country. Those 
licensed by endorsement, and the locations in which 
they intend to practice, are as follows: Dr. Irma 
Gladys Aleshire, Wichita; Dr. Henry Edward Alten- 
berg, Topeka; Dr. Henry Kummel Baker, Chanute; 
Dr. George Andrew Colom, Leavenworth; Dr. Lorin 
Elmer Dickelmann, Hutchinson; Dr. William Alton 
Doering, no location indicated; Dr. Fred Iverson 
Dorman, Jr., no location indicated; Dr. Ernest Daniel 
Erickson, Arkansas City. 

Dr. James Scheller Feurig, Manhattan; Dr. John 
Winston Franklin, Jr., Arkansas City; Dr. Theodore 
Samuel Gage, Johnson County; Dr. William Charles 
Grasley, Liberal; Dr. Charles Henry Hargreaves, Hu- 
goton; Dr. Marion Smith Hay, Wichita; Dr. John 
Francis Head, Topeka; Dr. Elmer Lloyd Hill, no 
location indicated; Dr. George Hopson, Liberal; Dr. 
Jerome Bertram Katz, Topeka; Dr. Pauline June 
Kirkpatrick, Overland Park; Dr. William Washing- 
ton Kridelbaugh, Arkansas City; Dr. James Joseph 
Lally, Kansas City; Dr. Joseph Meyer Lichter, Kan- 
sas City; Dr. Irving Ira Luftman, Wichita. 

Dr. Spencer Charles McCrae, Salina; Dr. Justin 
Joseph McDonald, Coffeyville; Dr. Richard Harry 
Moorman, Winfield; Dr. Nova Lemoine Morgan, 
Kiowa; Dr. John Rapp Neuenschwander, Hoxie; 
Dr. Frederick P. Niedermeyer, Kansas City; Dr. 
Joseph Dove Noshpitz, Topeka; Dr. James Francis 
O'Malley, Kansas City; Dr. Robert Henry Owens, 
Kansas City; Dr. Cyrus Harold Pachter, Topeka: 
Dr. Sidney Pakula, Kansas City; Dr. Lawrence W. 
Patzkowsky, Kiowa; Dr. Donald Earl Robinson, 
Kansas City. 

Dr. Edward Augustus Scollin, Wichita; Dr. Lester 
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Dz'e Shook, Kansas City; Dr. William Oscar Sires, 
Tc veka; Dr. William Joseph Spanos, Kansas City; 
Dr James Carlisle Steele, Jr., Sunflower; Dr. Robert 
Ja xens Vitt, Hays; Dr. Bert Heyward Walling, Jr., 
Tc .eka; Dr. Vernon LeRoy Weeks, Arkansas City; 
D William Clarke Wescoe, Kansas City. 


ANNOUNCEMENTS 


“he 30th annual clinical conference sponsored by 
t! Kansas City Southwest Clinical Society will be 
h J at the Municipal Auditorium, Kansas City, 
). ssouri, October 6-9, 1952. All physicians are in- 
v ed to attend. 


* * * 


fhe annual dinner of the University of Kansas 
\.-dical Alumni Association will be held at 6:30 
o. Wednesday, October 8, at the Hotel President, 
K asas City. Reservations may be made through 
LD. Mervin J. Rumold, Plaza Time Building, Kan- 
so. City 2, Missouri. 
* * * 

The National Gastroenterological Association will 
hold its 17th annual convention and scientific ses- 
sion at the Hotel Statler, New York City, October 
20-22. Immediately afterward, October 23-25, the 
association will conduct its fourth annual course in 
postgraduate gastroenterology under the direction of 
Dr. Owen H. Wangensteen of Minneapolis and Dr. 
I. Snapper of New York. Programs and other data 
may be secured from the association, 1819 Broad- 
way, New York 23, New York. 

* * * 

The annual Kansas Conference on Family Life 
will be held in Salina on Thursday, October 30, with 
morning, afternoon and evening sessions, general 
meetings followed by discussion groups. The theme 
of the conference is “Mobilizing Community Re- 
sources for Better Family Life.” Headline speakers 
will include Dr. Rose Cologne of Pennsylvania State 
College and Dr. Robert Foster, director of marriage 
counselling at the Menninger Foundation, Topeka. 

* * * 

The American Dermatological Association has 
announced its annual prize essay contest, offering 
$300 for the best manuscript submitted on original 
work, not previously published, relative to some 
fundamental aspect of dermatology or syphilology. 
Manuscripts must be submitted in triplicate not 
later than January 1, 1953, to Dr. Louis A. Brunsting, 
American Dermatological Association, 102-110 Sec- 
ond Avenue, Southwest, Rochester, Minnesota. 

* * * 

The 20th anniversary clinical assembly of the 
Omaha Mid-West Clinical Society will be held at 
the Hotel Paxton, Omaha, October 27 through Octo- 
ber 31. An outstanding program will be presented, 
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including addresses, clinics, panel discussions, ques- 
tion and answer periods, motion pictures, and scien- 
tific and technical exhibits. The feature on Friday 
morning will be a panel discussion on chronic dis- 
eases, presented by five guest speakers. 

The assembly has been approved by the Amer- 
ican Academy of General Practice. Members of the 
academy who attend will be credited with the actual 
number of hours they are present at the sessions. 

Programs will be mailed October 10. Complete 
information may be secured by writing the society 
at 1031 Medical Arts Building, Omaha, Nebraska. 

* * * 

The next annual meeting of the American Acad- 
emy of Obstetrics and Gynecology will be held at 
the Palmer House, Chicago, December 15-17. In- 
formation on the meeting may be secured from the 
secretary, Dr. Ralph A. Reis, 16 South Michigan, 
Chicago 3, Illinois. 


The 94th annual session of the Kansas Medical 
Society will be held in Wichita, May 4-7, 1953. 


DEATH NOTICES 


ELIJAH MOBRY OWEN, M.D. 


Dr. E. M. Owen, 89, an honorary member of 
the Douglas County Society, died at his home 
in Lawrence on August 19. He had practiced 
in Lawrence for 53 years, although he had 
been inactive because of poor health in recent 
years. Dr. Owen was a graduate of the Amer- 
ican School of Osteopathy, and later studied 
medicine, receiving his degree from the Uni- 
versity Medical College of Kansas City in 
1906. 


* * * 


RICHARD ROBERT SHELDON, M.D. 

Dr. R. R. Sheldon, 52, a Salina surgeon 
since 1930, died August 24 at the University 
of Kansas Medical Center. He was a native 
Kansan and was a graduate of the University 
of Kansas School of Medicine, also interning 
and serving a residency there. He was an 
active member of the Saline County Society. 

* * * 
J. ELIOT FOLTZ, M.D. 

Dr. J. Eliot Foltz, 73, who had practiced in 
Hutchinson 48 years, died at his home there 
August 20 after an illness of three months. He 
was an active member of the Reno County So- 
ciety. Dr. Foltz was graduated from the Uni- 
versity of Illinois College of Medicine in 1904, 
and began practice in Hutchinson immediately 
afterward. He specialized in surgery and was 
a fellow of the American College of Surgeons. 
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Senior Thesis from the University of Kansas Medical School* 


When Dr. Hertzler, speaking of the basal metab- 
olism machine, said, “Them Boston Boys think that 
a tin can has more sense than I have,” (6-p. 244) he 
struck at the heart of the problem of the differ- 
ential diagnosis of thyroid disease. He was obviously 
pleading for the application of clinical judgment 
in the evaluation of indirect measurements of thy- 
roid function. If this plea had always been regarded, 
much of the confusion in evaluating thyroid func- 
tion tests would have been avoided. 

Judgment as to the value of thyroid function 
tests has been clouded by two main sources of con- 
fusion. One has been lack of knowledge of the 
exact mechanism of thyroid function. The other 
has been the fact that all these tests have measured 
some indirect manifestation of thyroid activity. Final 
evaluation must be made by correlation of test re- 
sults with clinical evidence at hand and with thera- 
peutic results as guided by the test. 

The use of radioactive iodine has added greatly 
to the knowledge of thyroid physiology.73» © 7, 40 
Two new types of thyroid function tests are now 
being used. The first is based upon various meas- 
urements of radioactive iodine, and the second is 
the chemical determination of -the protein bound 
iodine in the blood and plasma. These new develop- 
ments make it necessary to re-evaluate the entire 
subject of such tests. Few definite conclusions are 
justified but an understanding of the direction of in- 
vestigation will aid the practitioner in evaluating 
the tests as they become available to him. 


Basal Metabolic Rate 


“The BMR is a measurement of oxygen consump- 
tion, the end result of a great many oxidative pro- 
cesses, and not necessarily of that alone associated 
with the transport, utilization, and breakdown of the 
thyroid hormone.”!® Failure to keep this fact in 
mind has been the basis of much disagreement as to 
the value of the BMR. 

In the evaluation of the BMR it must always be 
kept in mind that this test does not distinguish thy- 
roid from non-thyroid causes of disturbed metab- 
olism. Non-thyroid causes of hypermetabolism in- 
clude malignant hypertension, neurosis, organic 


*This is one of 11 senior theses selected for publication by the 
Editorial Board from a group of 15 judged the best by the faculty of 
the University of Kansas School of Medicine. 

**Thesis written while the author was a senior student at the 
University of Kansas School of Medicine. Dr. Rice is now serving 
his internship at St. Margaret's Hospital, Kansas City, Kansas. 


An Evaluation of Thyroid Function Tests** 
David Rice, M.D. 


Kansas City, Kansas 


heart disease, neurocirculatory asthenia, pernicio. 
anemia, polycythemia vera, leukemia, pregnanc: 
adrenocortical tumors, chronic alcoholism, overwor!: 
certain infectious diseases, and thyroid administr: 
tion. Non-thyroid hypometabolism can result fror . 
neuroses, Addison’s disease, Simmond’s disease 
other pituitary disorders, and be present in iatrogen: 
hypothyroidism and in patients with some signs o 
hyperthyroidism but without evidence of calorigeni 
increase.>» © 9. 15, 20, 24, 30, 39, 42, 51, 54, 58 
Correlation of normal values of basal metabolic 
rate with good clinical judgment and with thera 
peutic results varies from clinic to clinic. Salter 
et al>4 had 29 per cent of a series of 100 cases in 
which the BMR was not compatible with the clinica! 
diagnosis. Jaffe and Ottoman?! reported 32.7 per 
cent error in the BMR. Roswit and co-workers*’ 
found 31 per cent false high and 5 per cent false 
low BMR’s in a series of euthyroid patients. This 
group considered the test outmoded by more re- 
cently developed tests. Keating and his group‘ took 
a different attitude. They felt at the time of writing 
(November 1950) that the BMR, when carefully 
evaluated, was still the most useful of the laboratory 
measures of thyroid function commonly available. 


Blood Cholesterol Level 


Hurxthal!? 2° has clearly shown a statistical re- 
ciprocal relationship to exist between thyroid func- 
tion and the blood cholesterol levels. He believed © 
this relationship to be useful in estimation of thy- 
roid function. He and others>® reported 47 cases of 
hyperthyroidism in which the blood cholesterol 
was from 71 to 180 mg. per cent and 23 cases of 
myxedema in which the level was from 218 to 500 
mg. per cent. They reported a normal maximum of 
230 mg. per cent. They believed there was a usable 
correlation with the degree of severity of dysfunc- 
tion in the extremely high and markedly depressed 
levels. In hyperthyroid states, if the blood choles- 
terol level was below 100 mg. per cent, they believed 
a toxic state and a poor surgical risk was probable. 
When the level was above 180 mg. per cent, only 
slight toxicity was apt to be present. 

Roswit, Rosenkrantz, and co-workers,>? using a 
range of 150 to 250 mg. per cent of cholesterol for 
normal values, interpreted 51 per cent of hyper- 
thyroids correctly and 59 per cent of euthyroids cor- 
rectly. They considered the test of no aid in the 
diagnosis of thyroid disturbances. Peters and Man*4 
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found in outspoken, uncomplicated hypothyroidism 
that the serum cholesterol was elevated but that it 
vas not proportional to severity. They found it of 
| cle or no value in the detection of hypothyroidism 
s -ondary to pituitary or adrenal insufficiency. They 
considered it of no aid in the detection of over- 
@ tivity of the thyroid. McCullagh and Schneider>? 
‘ und it seldom useful in cases where the clinical 
« agnosis was in question. 


Radioactive lodine 


Following the oral ingestion of a tracer dose of 

dioactive iodine, I!31, the concentration and per- 

atage distribution in the thyroid gland, in the 

ood, and in the urine can be measured by a Geiger- 
‘tuller counter. This I'3! is regarded as labeling all 

dide present in the body tissues.2> The level of 

dioactive iodine (RAI) in the body constituents 
.2n be used to estimate thyroid function. 

Hertz, Roberts, and Evans!® reported in 1938 
caat radioactive iodine was selectively taken up by 
‘ne thyroid gland. Hamilton and Soley!4 reported in 
939 that there was a correlation between the thy- 
roid accumulation or the urinary excretion of in- 
gested RAI and thyroid function. Since that time 
a great many different thyroid function tests based 
upon measurements of RAI have been devised. The 
methods of measurement may be divided into those 
based upon che determination of I'3! in excreted 
urine, in the blood, directly over the in vivo thyroid 
gland and some combination of these. 

Keating et al?*: 2° measured the amount of RAI 
in excreted urine after various definite intervals of 
time and expressed this value in per cent of admin- 
istered dose. They established urinary excretion 
curves by plotting this value against time. By an- 
alysis of these curves?> they estimated various meas- 
urements of iodine physiology and correlated them 
with clinical states. The most valid measurement so 
determined was the thyroid iodine accumulation 
rate. The following values were obtained: 14 
euthyroid patients— 3-4 per cent per hour + 2-3 
per cent per hour (this group consisted of four nor- 
mal and ten patients with thyroid tumors judged 
physiologically euthyroid); six myxedema—1.0 per 
cent per hour + 0.6 per cent per hour; 16 exopthal- 
mic goiter—25.5 per cent per-hour + 8.0 per cent 
per hour. 

The thyroid iodine accumulation rate is especially 
useful in evaluating borderline cases. It is more 
specific in questionable hyperthyroidism than in 
doubtful myxedema. The test corrects for any dis- 
turbance due to renal function or to the presence of 
edema. It has the practical disadvantage of requir- 
ing the collection of carefully timed and measured 
amounts of urine and the I'3! determination of each 
sample. 
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Twenty-four hour total urinary excretion was 
measured by Roswit and co-workers.>? Of 34 hyper- 
thyroids studied only two fell in the euthyroid range 
of 40 per cent to 80 per cent excretion. This is a 
diagnostic accuracy of 94 per cent. In 100 euthyroids 
all fell within the normal range. 

This test is useful when no renal dysfunction is 
present. It is less expensive and less difficult to de- 
termine than thyroid accumulation rate. However, 
it does not adequately evaluate cases of disturbance 
in the rate of iodine uptake in the first hours fol- 
lowing ingestion of 1'3!. Seed et al°> found the 24 
hour urinary excretion was always high in renal 
exophthalmus but that it did not correlate directly 
with severity. 

Thyroid function has been estimated by measure- 
ments of the radioactivity of blood samples.*®- >° 
This was first used to circumvent the difficulty in 
the chemical determination of the iodine. The ad- 
vent of the new microchemical techniques for iodine 
measurement ¢liminates this necessity. 


The determination of the conversion rate of 
plasma I'3! to protein bound I'3! is supposedly an 
actual measurement of the rate of conversion by the 
gland.!> Seed and co-workers*> believed this to be 
a very accurate thyroid function test. They found it 
especially useful in the diagnosis of obscure cases of 
hyperthyroidism. 

The most direct RAI test is the in vivo measure- 
ment of iodine accumulation with the Geiger- 
Muller counter over the thyroid gland. The usual 
time interval is 24 hours following the ingestion of 
RAI. Roswit and co-workers>*? found 100 per cent 
of 37 hyperthyroid patients to have an uptake over 
50 per cent while only one euthyroid had such an 
uptake. Ninety-seven per cent of 100 euthyroids 
were within the: range of 10 per cent to 50 per cent 
uptake. Three of four hypothyroids were below 
10 per cent. 

Kriss?” suggested that intravenous administration 
of I'3! followed by measurement of uptake over the 
thyroid in one hour gave a better correlation with 
clinical symptoms and resulted in less overlap be- 
tween various thyroid states than the usual 24 hour 
method. Costa,° however, believed that a reading at 
one hour should be followed by one at 24 hours for 
greater diagnostic accuracy. 

The determination of accumulation rate by in 
vivo measurements has been suggested as the most 
accurate expression of thyroid function obtainable 
by these methods.!: 23 The increase in sensitivity 
and specificity has not, however, been great enough 
to justify their general usage. 

The in vivo measurement over the thyroid gland 
is the most simply performed of the RAI tests. It is 
more accurate in evaluating reduced activity than in 
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cooperation. 

False values are obtained in cases of disturbed 
renal function and in edema as these factors influ- 
ence blood levels of iodine which alter thyroid iodine 
uptake. The accuracy of the direct measurement de- 
pends upon determination of the exact anatomical 
position of the thyroid gland. The results have been 


misleading in substernal thyroids and in cases of ’ 


discreet areas of disturbed activity. More accurate 
methods of making this determination are being 
developed and they tend to eliminate this error.!?: 47 
Combinations of the RAI measurements have 
been used to determine specific parameters of thy- 
roid function. Thyroidal iodide clearance can be 
expressed in the same way as renal clearance values, 
ie., the volume of plasma cleared of its iodide con- 
tent per minute by the thyroid. Myant and his 
group*! made this determination by measurements 
of in vivo thyroid uptake, I'3! in excreted urine, and 
protein bound I)3! in blood plasma. This test was 
repeated twice to obtain the final value. They found 
a substantial plasma rate of 16 ml/min. and a hyper- 
thyroid rate of 486 ml/min. 
Keating and Albert?? state that there is evidence 
that this is the best quantitative measurement of 


_ thyroidal iodine accumulation. It is a direct de- 


termination of the accumulating activity of the 
gland. It is independent of renal function. This is 
the only RAI test taking into account the volume 
distribution of iodine.?3 Its greatest usefulness is in 
the elimination of overlap in euthyroid-hyperthyroid 
borderline cases. Unfortunately, the complexity and 
expense of the test make it impractical for routine 
use. 

A more recently developed and much simpler test 
has been reported by Berson et al.‘ They present 
evidence to support their contention that this test 
measures the same function as the thyroidal iodide 
clearance test of Myant. It is determined in a single 
35 minute sitting from the assay of radioactivity of 
the in vivo thyroid gland and of a single urine speci- 
men. The lowest thytoidal clearance rate in hyper- 
thyroidism was almost twice the highest rate ob- 
tained in euthyroidism. This test has yet to be eval- 
uated by use in other clinics. If its sensitivity and 
specificity in borderline cases is demonstrated, then 
these attributes combined with its simplicity will 
perhaps make it the most useful of the RAI tests. 

Protein Bound lodine 
The biochemical study of the thyroid gland has 
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cases of hyperactivity.>?» 6° It requires no patient 


been chiefly concerned with iodine determina 
tions.4 The greatest obstruction encountered in thi: 
work has been the technical difficulty in measurin; 
the small amounts of iodine biologically present. A 
second has been a lack of knowledge as to which 
blood constituent should be measured. 

It has been demonstrated in recent years that 
the largest portion of the circulating thyroid hor- 
mone was indistinguishable from thyroxin in many 
physical, chemical, and biological characteristics.'> 
26, 29, 50, 61, 62, 63 This hormone has been shown to 
occur in the plasma in loose combination with the 
plasma protein.>» 13. 29, 53, 60, 62, 63 This is the 
main calorigenic hormone in the body. Change in 
the concentration of the protein bound iodine (PBI) 
in the plasma is chiefly a reflection of the alteration 
of the amount of this hormone present.? >4 

The development of practical micromethods to 
measure the iodine content of the precipitated pro- 
tein bound iodine of the plasma?: 37 has led to the 
general use of this test. The PBI level is expressed 
in gamma per cent (micrograms per 100 cc.). 

Bassett et al> showed in 1941 that the level of 
PBI was relatively low in myxedema and high in 
hyperthyroidism. Lowenstein and co-workers?! dem- 
onstrated in 1944 that there was a statistical correla- 
tion between PBI and BMR, and Swenson and Cur- 
tis*’ found a similar correlation. Lowenstein and 
co-workers** showed in 1945 that in hyperthy- 
roidism the PBI reverts to normal following treat- 
ment with thiouracil. 

Salter and co-workers*4 determined the PBI in 
100 clinical cases including all three thyroid states. 
They evaluated the cases as to final clinical diagnosis, 
BMR values, and PBI levels. They divided the cases 
into two groups depending upon whether the clin- 
ical diagnosis was compatible with the BMR. They 
found that 71 per cent had a clinical diagnosis com- 
patible with the BMR, and of these only one was 
incompatible with the PBI. The final clinical diag- 
nosis was incompatible with the BMR in 29 per cent 
of cases and one of these was incompatible with the 
PBI. 

In 1950 Starr and others*® reported distributions 
shown in the table below. They stress the relatively 
wide range in normal individuals and point out the 
importance of carefully establishing the upper and 
lower limits of normal. 

Tucker and Keys®4 established a range for nor- 
mal young men of 3.1 to 11.0 gamma per cent and 
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Hyperthyroid 994% ” 784 ” 
Euthyroid 
Hypothyroid 
Euthyroid 


90 % below 6.65 gamma % 
* ~ & 
% 
% 


1 3.77 % 


i 
i 


SEPTEMBER, 1952 


ein-Sparing 
Parenteral Alimentation 
Facilitated with ALIDASE 


For either rapid or slow administration of fluids, the use of 
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in middle aged men from 2.6 to 11.1 gamma per 
cent. Riggs*® obtained a euthyroid range of 3.5 to 
7.0 gamma per cent. The PBI has been shown to be 
elevated in hyperthyroidism and depressed in hypo- 
thyroidism by many investigators.!!» 15. 25. 49, 59 

The findings of PBI levels in non-thyroid disease 
and in various physiological states need~to be de- 
termined so as to evaluate the tests when those con- 
ditions are known to be present. This work is only 
begun and much additional information will be 
forthcoming on this problem. 

The PBI is elevated in pregnancy.'’ It was found 
to rise above six gamma per cent in the first 16 
weeks. Man and others4 found, if this level was 
not reached at the end of that time, that abortion 
was more apt to occur than otherwise. The admin- 
istration of thyroxin accelerated the rise and seemed 
to diminish the tendency to abortion. 

Kydd and Man?® found the changes in PBI in 
liver disease to be explainable on the basis of the 
function of the liver in carrying on degradation of 
thyroxin. In uncomplicated obstructive jaundice 
there was a normal value because the parenchyma 
was sufficient to carry on degradation. In early 
hepatitis there was elevation of the PBI due to 
parenchymal damage with lowering of value as re- 
generation proceeded. In cirrhosis the value was 
normal. This may have been related to the dis- 
turbance in serum albumin. 

Essentially normal limits have been found in 
hypertensive heart disease and in cardiac failure, 
even though the BMR was elevated above nor- 
mal.11. 48 

Riggs*® reported isolated cases of leukemia, mul- 
tiple myeloma, Hodgkin’s disease, menopause, and 
anxiety neurosis in all of which the BMR was ele- 
vated with the PBI within the normal range. 

The PBI was low in the nephrotic syndrome re- 
ported by Peters and Man*4 and was apparently 
associated with a deficiency of serum albumin. 

Perlmutter and Riggs*> found that the thyroid 
accumulation rate of RAI decreased with aging 
while the PBI remained elevated. This was in con- 
trast to the usual direct correlation between thy- 
roidal accumulation rate and PBI. They postulated 
that it might be on the basis of decreased peripheral 
utilization. 


Conclusion 

The BMR has the inherent disadvantage of not 
being able to distinguish thyroid from non-thyroid 
causes of disturbed metabolism. A group of non-thy- 
roid disease states causing altered metabolism has 
been previously listed. These disease entities must 
be considered when evaluating a BMR. 
Keating and co-workers*4 have pointed out that 
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the BMR has been criticized on the followin; 
grounds: (1) it is an indirect measure of thyroic 
function; (2) accuracy depends upon patient co 
operation; (3) the basal rate is difficult to ap 
proach; (4) technical difficulties are great; (5) 
there is lack of sensitivity and specificity. Thi: 
group maintains, however, that a careful cliniciar 
will take these factors into consideration when 
evaluating the BMR and be able to arrive at a valic 
judgment. 

A further difficulty in evaluating an individual! 
BMR is to be found in the matter of standard values. 
Every clinic doing careful work establishes its own 
standards and these vary from place to place.!: 39: 46. 
54, 58 Standards set up in one geographical area 
cannot be used in a different region. It is recognized 
that patients have different normal BMR’s so that 
a statistically low reading may be high for a par- 
ticular individual.° 

The previous criticisms indicate that the BMR 
must be exactly controlled and shrewdly interpreted. 
The standards cannot be interchanged and are lim- 
ited to method, machine, operator, geographical lo- 
cality, and the cooperation of the patient. When 
other causes of hypermetabolism or hypometabolism 
are eliminated, the altered BMR becomes strong pre- 
sumptive evidence of thyroid dysfunction. When 
correlated with the observations of a careful clin- 
ician, it continues to have a place in the estimation 
of thyroid function. However, the BMR is of little 
assistance when the clinician needs help most in 
differential diagnosis. . 

In evaluating the blood cholesterol level Hurxthal 
realized the limited specificity and sensitivity. It 
has had its greatest usefulness when the limitations 
he and others have placed on it have been. ob- 
served.'9, 20, 36 It may suggest the diagnosis of 
thyroid dysfunction in cases where the levels are 
strikingly high or low. It will occasionally aid in 
diagnosis where the BMR and the clinical picture 
are in doubt. 

The ease of determination has caused this meas- 
urement to be used as a screening test. This should 
probably be abandoned because of the false sense of 
security which it gives. 

Tests based upon measurements of radioactive 
iodine in suitable body constituents give results hav- 
ing a high correlation with thyroid states.4 15. 25. 41, 
52, 55 These tests are especially useful in the differ- 
entiation of thyroid from non-thyroid metabolic 
disturbances.*? 

The RAI ‘ests measure the trapping mechanism 
of the thyroid gland. They do not measure the end 
products of thyroid activity and must be interpreted 
accordingly. They give results in test values which 
do not reflect thyroid state in endemic and sporadic 
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cretinism, adenomatous goiter, toxic nodular goiter, 
and following thyroid medication.15. 24. 55 

The availability of RAI tests is limited by tech- 
nical difficulties, requirement for special equipment, 
and limitation of the supply of radioactive ma- 
terials. The tests have been criticized because a 
radioactive element is introduced into the body. 
However, there is evidence that the amount used 
in the test will be innocuous.*> 5? Disturbed phys- 
iology resulting from the introduction of iodine has 
been suggested as a source of error. The amounts of 
I'3! used as tracers are so small that this criticism 
is not justified. 

Some of the RAI tests, because of their simplicity 
and economy, are useful for screening purposes and 
in the diagnosis of definite thyroid states. Of these 
the 24 hour direct in vivo measurement of radio- 
activity in the thyroid gland is the most commonly 
-used.* The 24 hour total urinary excretion test is 
the most frequently used measurement of urinary 
radioactivity. These tests have a correlation with 
thyroid state exceeding 90 per cent.°? 

The more sensitive and specific tests are expensive 
and time consuming. The ratio of plasma I!3! to 
PBI'3! is an expression of the conversion rate of 
the thyroid gland.!° Thyroidal iodide clearance rate 
is the most accurate measurement available for de- 
termining the iodine trapping mechanism of the thy- 
roid gland.?> Simplification of this test* may render 
it practical without sacrificing sensitivity and spe- 
cificity. These and other highly specific tests are 
justified in borderline cases and in difficult dif- 
ferential diagnoses. 

The PBI test is a direct measurement of the 
calorigenic hormone produced by the thyroid gland. 
The plasma level is considered to depend directly 
upon the activity of the thyroid gland.4? This is a 
truly physiological test as it measures a substance 
normally present in the plasma. 

The greates: usefulness of the PBI in thyroid dis- 
ease is to distinguish thyroid from non-thyroid dis- 
turbances of metabolism.” 27. 57, 58 Salter*4 states 
that in a large clinic about one-third of the cases will 
present a clinical picture incompatible with the 
BMR and that the PBI is nearly always confirmatory 
of the clinical impression. He finds it especially use- 
ful in exopthalmic goiter without hyperthyroidism. 

Rapport and Curtis®® found the PBI of consid- 
erable aid in the differential diagnosis of neurosis 
from hyperthy1oidism. Curtis and Swenson*® con- 
cluded that the PBI was an aid in the recognition of 
incipient hyperthyroidism and in the differentiation 
of non-thyroid states with an increased BMR from 
true or incipient hyperthyroidism. Man>‘ believed 


*This is the test used at the University of Kansas Medical Center. 
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the probability of abortion could be foretold if + 
PBI failed to rise sufficiently. 

The chief disadvantage of the PBI as a routi: < 
test is the technical difficulty of the procedure. » , 
experience increases, this will doubtless be overcor : 
and a minimum of human error will be involve . 

The PBI test is rendered useless by the diagnos: - 
or therapeutic administration of iodine. Starr et al 
have estimated the duration of false elevation of t! 
PBI after the use of iodine containing compounds - 
be one week following cessation of administratic 
of Lugol’s solution and to be four weeks followir. : 
urography, three months following cholecystogr - 
phy, nine months after bronchography and thr = 
years or longer after myelography. 

An inherent weakness of the PBI test would b- 
demonstrated by proof that there are cases of dimir - 
ished peripheral utilization of thyroxin. Perlmutter 
and Riggs*> have evidence suggesting that this 
mechanism may work in old age. 


A practical advantage of the PBI test is that the 
biood sample may be sent to the testing center. In 
difficult diagnostic cases this may be useful to the 
practitioner who does not live near the testing lab- 
oratory. The test requires a 10 cc. sample of serum, 
prepared by centrifuging a larger quantity of clotted 
blood. Because only micrograms of iodine are meas- 
ured, great care must be exercised in using syringes, 
needle, tubes, and antiseptic containing mo traces of 
iodine. To insure this, a new syringe and needle 
should be used to draw the blood and only rubbing 
alcohol used as the skin antiseptic. 


Summary 


The four commonly used thyroid function tests 
have been discussed. Correlations between test re- 
sults and thyroid states are given. Conditions where 
various tests are most useful or are misleading are 
suggested. A criticism and evaluation of the separate 
tests is presented. 

The function tests should be complementary to 
rather than competitive with each other. It is al- 
ways necessary to evaluate the test results with re- 
gard to the clinical state. There is no test which 
automatically answers the question as to whether 
thyroid disease is present. However, at this time 
there is probably no case which a wise clinician, 
with the battery of tests now available; could not 
solve. 
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Records for Nursing Homes 

A new system of medical records for persons r - 
siding in adult boarding and nursing homes h. ; 
been devised by the Kansas State Department : * 
Social Welfare, in accordance with provisions of t! » 
licensing law passed by the 1951 session of the Kai - 
sas legislature. The entire program under whic ) 
such establishments are licensed is designed to in - 
prove health conditions in the homes. 

Local welfare directors have received copies « / 
the records for distribution to operators of tie 
homes. It is requested that general information |< 
obtained as soon as possible, that health examin: - 
tions of persons working in the homes be complete 
within 90 days, and that the report of the physic: 
examination of residents be completed by January 
1, 1953. 

The attending physician’s role in the improve- 
ment of care in these homes includes the recording 
of health information, which will serve as a guide 
for operators of the homes. A record for each resi- 
dent must be kept in the home, and a copy or 
“transfer note” must accompany the person when he 
changes homes. Nursing notes will include informa- 
tion on medicines and treatments administered and 
observations on the patient’s condition and behavior 

Spaces are provided on each record for the physi- 
cian’s comments and orders. Suggestions or rec- 
ommendations for future improvement in the de- 
sign of the records will be appreciated by the De- 
partment of Social Welfare. 


The Army Medical Service celebrated its 177th 
anniversary on July 27, proud in the knowledge that 
its efforts have created the healthiest combat force 
in history. From the tiny band of doctors and assist- 
ants organized as a medical department by the Con- 
tinental Congress in 1775 at the behest of General 
George Washington, the service has grown to in- 
clude 90,000 physicians, nurses, medical specialists 
and assistants. 

By the start of World War I, the service had 
1,385 commissioned officers and 6,619 enlisted men. 
Before the war was over, the organization had ex- 
panded to 30,591 medical officers, 4,620 dental 
officers, 21,480 nurses and additional supplementary 
personnel. 

World War II brought about an unparalleled ex- 
pansion, and the professional corps was increased to 
include 135,000 officers. 


The 94th annual session of the Kansas Medical 
Society will be held at Wichita, May 4-7, 1953. 
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BOOK REVIEWS 


This Place Called Kansas. By Charles C. Howes. 
Published by University of Oklahoma Press, Nor- 
man, Oklahoma. 236 pages. Price $3.75. 

Did you know that the word Kansas has been 
spelled 55 different ways and that the accepted spell- 
ing is probably not correct? Did you know that silk 
manufacture at one time promised to become a 
major industry in this state? Have you ever heard 
of the “wind wagon” that sailed under airpower 
from Oskaloosa to within 50 miles of Denver where 
it was wrecked? Did you know that Kansas has 
many natural bridges, one of them 50 feet long; that 
the sunflower is not indigenous to this state; that 
although there is salt enough under Kansas to cover 
the entire state to a depth of 37 feet, early settlers, 
thinking there was no salt here, brought their own? 

That only begins to describe This Place Called 
Kansas. It is 4 whimsy of historical fact, a loosely 
woven collection of wonderful anecdotes, forgotten 
incidents out of the past, data on geography, indus- 
try, culture, politics, almost anything one might 
think of. There are stories of how the railroads came 
to Kansas, accounts of Civil War activities, land 
promotion schemes, the bitter county seat struggles, 
the legend of the Jayhawk, exploits of the prohibi- 
tionists, the grasshopper plague. 

In the proper sense this is not a history at all, 
nor a geography, nor even a story. It is instead a 
hundred stories, a kaleidoscopic view of this place 
called Kansas, its history, its people, and its legends. 
It is a book that will be opened again and again at 
brief odd moments for relaxation and complete en- 
joyment. 

Many anecdotes concern the newspapers of Kan- 
sas with fascinating quotations to illustrate the in- 
dependence and the color of various journalists from 
the earliest day to the present. And for reason 
enough, for this is actually a compilation of the 
notes of Cecil Howes, Kansas correspondent for 
the Kansas City Star for 50 years. They are here re- 
corded by his son. The many physicians who knew 
“Cece” and heard his inimitable stories will take an 
especial interest in this book. 

This Place Called Kansas is the preservation of 
the stories Cece Howes loved to tell. It reflects the 
flavor and the integrity and the interest in life that 
were his. It races, as he did, from’ one scene to the 
next as they came to mind. It deals proudly with 
the heroism, the ingenuity of the Kansas pioneer, 
and wistfully with his foibles. It records the kind 
of history that is not in history books, the kind of 


- geography not elsewhere printed, a story of Kansas 


that would soon have been forgotten. And most of 


all it will awaken in the reader a new sense of th 
glory that rests sternly at times but often ever s 
gracefully upon this place called Kansas ——0O.E.E. 

* * * 

The Principles and Methads of Physical Diag 
nosis. By Simon S. Leopold. Published by W. B 
Saunders Company, Philadelphia. 430 pages, 39 
illustrations with 19 color plates. Price $7.50. 

This well-organized textbook, written with th: 
avowed intention of supplying more of the under 
lying physical principles of examination, succeed: 
remarkably well. Unique is the chapter on Acousti: 
Principles of Sounds from the Thorax written by 
S. Reid Warren, Jr., Sc. D. in E. E. Unusually help 
ful are the cross- and the longitudinal-section illus. 
trations, the chapter on examination of the breasts 
the diagrammatic figures (94 through 153) on ex- 
amination of the muscles and joints, the chapter on 
gynecologic examination, and the longer than usual 
section on examination of the anus, rectum and male 
genitalia. 

The major shortcoming of this book is the brev- 
ity almost to the point of omission of history taking, 
its significance and discussion. The author defends 
this in the preface by stating, “It is still true that 
at the beginning of his sophomore year, the medi- 
cal student knows almost nothing about the symp- 
toms of disease and its physical manifestations. He 
is therefore incapable of taking a medical history, 
for to do so implies that he has knowledge which he 
cannot possibly have acquired.” 

With this reservation, it can fairly be said that 
this textbook is a particularly worthy addition to 
the field—G.R.S. 

* * * 

Surgical Forum of the 1951 Clinical Congress of 
the American College of Surgeons. Published by 
W. B. Saunders Company, Philadelphia. 667 pages, 
290 figures. Price $10. ; 

Consisting of those papers presented at the Sur- 
gical Forum of the American College of Surgeons 
in November, 1951, this collection surveys the 
most recent progress in all fields of surgery, par- 
ticularly the experimental aspects. It is composed of 
116 concise discussions, each by different authors, 
as well as numerous abstracts. These cover the gen- 
eral fields of the lungs and esophagus, the stomach 
and spleen, etc. as listed in the “Contents.” 

As a record of the development and a source for 
the documentation of contemporary surgery, it is 
unrivalled. It cannot be too highly recommended for 
anyone interested in surgery, whether he be the 
earnest student seeking to elicit new information, 
as yet unpublished elsewhere, or the accomplished 
surgeon desiring to gain orientation in the many 
brilliant advances along present-day frontiers in 


surgery. 
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announcing 


NEW OFFICE PLAQUE 


V dark brown lettering on buff 

VY harmonizes with any office decor 

V measures 1112 by 73% inches 


VY for desk or wall 


VY laminated plastic finish 


PRICE 


$1 
POSTPAID 


invite 


ing 


MERICAN MEDICAL ASSOCIATIO ‘ 


NEW PUBLIC RELATIONS AID 


- to boost your PR rating 


you fa discuss frankly 
with me any questions 
i Services or my fees, 
The best reilical service is based 
ona friendly mutual under. 
between doctor and patient 


As you know, a physician’s best public relations is car- 
ried on right in his own office. Here the physician gets 
acquainted with his patients . . . gives them a chance 
to talk over problems . . . builds a feeling of mutual 
understanding between patient and doctor. 


Your American Medical Association has designed an 
attractive new office plaque to be displayed prominently 
on an office desk or wall. This is a graphic invitation to 
patients to talk over professional services and fees. Patients 
like to ask questions, but often are hesitant to do so. This 
plaque will open the door to better relations with your 
patients. Order one today. 


535 North Street 
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This is a stimulating book with a pleasing 
format. It will constitute a valuable addition to any 
medical library —C.F.K. 

* 


Culdoscopy—A New Technic in Gynecologic and 
Obstetric Diagnosis. By Albert Decker. Published 
by W. B. Saunders Company, Philadelphia. 148 
pages, 50 figures. Price $3.50. 

This book, fifth in American Monogram Series, 


represents the knowledge gained by the author: 


through 15 years of experience with celioscopy. 
Obstetricians and gynecologists contemplating the 
use of the culdoscope and those already using this 
instrument will find the discussions and detailed 
deseriptions of the technique, including special pro- 
cedures used, invaluable. 

Included in the chapter on technique are the 
author's own contributions to the positioning of the 
patient and table, reasons for failure, and type of 
anesthesia best suited for this procedure. Pictures 
and descriptions of the instrument used are given. 
The author points out the value of this procedure 
not only in diagnosing pelvic disease but also in 
sterility therapy. Indications and contraindications 
for its use, with a discussion of each, are included. 
Before giving the detailed technique of culdoscopy, 
the author discusses its history and development, 
the anatomy of the vagina and the instrument used 
in its care. 

A chapter is devoted to each of the following 
topics: diagnosis of ectopic pregnancy, manage- 
ment of sterility with culdoscopy, culdoscopy asso- 
ciated with uterotubal insufflation, pneumoperi- 
toneum, diagnosis of endometriosis, and culdoscopy 
observation of ovulation and ovum transfer. 

The author with this book has filled a definite 
need in medical literature. Every obstetrician and 
gynecologist will want this book for his own library. 
—W.)S. 

* * * 

Functional Endocrinology from Birth through 
Adolescence. By Nathan B. Talbot, Edna H. Sobel, 
Janet W. McArthur and John D. Crawford. Pub- 
lished by Harvard University Press, Cambridge, 
Massachusetts. 638 pages, 243 figures, 59 tables. 

“This book was written for practitioners, students 
and investigators of medicine and surgery who seek 
practical information concerning the actions of the 
endocrine systems in health and ordinary disease, 
and the management of endocrinopathies as they 
occur in young people.” The authors have more than 
exceeded these broad objectives in this compre- 
hensive, readable and beautiful volume that becomes 
the definitive work in its field. 

A proper understanding of the endocrine forces 
becomes of greater importance to all of us, regard- 
less of our special fields of interest, as the problems 
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of this system are rapidly being solved and their r-- 
lationship to disease in all branches of medicines 
being understood. Each endocrine gland is presente | 
in a clear and concise manner with excellent illi.. 
trations and charts covering the pertinent phys . 
ology, chemical and clinical aspects. References ir . 
clude the definitive work done on each gland an. 
are invaluable for further study and direction. Th 
chapter on the adrenal cortices is especially we . 
done and integrates the basic physiology and clir 
ical problems. 

I am sure that every physician will enjoy thi; 
book as much as I have, and I can recommend it a 
the most satisfying medical volume I have read thi: 
year. It lends itself well to casual intermittent reac- 
ing, which is about the only kind that most of u; 
can enjoy, and brings together a vast amount of in 
formation not otherwise easily available—W.LV. 


ABSTRACTS FROM CURRENT 
LITERATURE 


Massively Bleeding Peptic Ulcer 


The Physiological Mechanism for Death in 
Massively Bleeding Peptic Ulcer. By Harry H. Le 
Veen, A. G. Mulder and Frank Prokop, Surg., Gynec. 
& Obst., 94:433-442 (Apr.) 1952. 


The authors make a new approach to the problem 
of bleeding peptic ulcer. They feel that blood loss, 
per se, is not usually responsible for the fatalities 
which occur, and it is their belief that a difference 
exists between the effects of hemorrhage of gastro- 
duodenal origin and hemorrhage from other sites. 


Bleeding experiments were performed on dogs. 
Pulse and blood pressure tracings were made from 
the hepatic and femoral arteries and blood flow was 
estimated at these sites. During rapid gastro- 
duodenal artery hemorrhage, there is a striking re- 
duction in the height of the systolic peak of the 
hepatic artery pressure as compared to the femoral 
artery pressure. There is a complete collapse of the 
diastolic phase in the hepatic artery, but a diastolic 
plateau is still apparent in the femoral artery tracing. 
The pulse pressure of the hepatic artery is never- 
theless reduced because the systolic peaks are much 
lower. 

When blood is replaced the femoral pressure rises 
much more rapidly than does that in the hepatic 
artery if bleeding is permitted to continue from the 
adjacent vessel. 

The liver derives approximately 75 per cent of 
its blood supply from the portal vein, but the venous 
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>waureomycin minimal dos- 
ae for adults—four 250 mg. 
c psules daily, with milk. 


library, Union league C'ub, Philadelphia, Pa. 


From among all antibiotics, Dermatologists often choose 


AUREOMYCI 


Hydrochloride Crystalline 


because 


Aureomycin provides mild bacteriostasis in diseases of the skin. 


Aureomycin has been found effective in pinta, yaws and many bacterial infections of the skin 
(furunculosis, impetigo, pyogenic dermatitides, sycosis vulgaris and tropical ulcer). It is at preseni 
considered preferable to administer the drug systemically in these conditions. Aureomycin is also 
useful in the control of cofitributing or secondary infections associated with many dermatoses. 


Throughout the world, as in the United States, aureomycin is recognized 
as a broad-spectrum antibiotic of established effectiveness. 


, Capsules: 50 mg.—Bottles of 25 and 100; 250 mg.—Bottles of 16 and 100. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. distilled water. 


LEDERLE LABORATORIES DIVISION avewcw Gansmidcowmwr 30 Rockefeller Plaza, New York 20, N. Y. 
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blood in the portal vein contributes only about 50 
per cent of the oxygen supply. The lack of oxygen 
in the portal blood is further accentuated by the 
slowing and stasis attendant upon hemorrhagic 
shock. The liver thus becomes largely dependent 
upon the hepatic arterial blood supply. 

The experiments performed by the authors dupli- 
cate the consequences which arise from a massive 
hemorrhage originating in a peptic ulcer. Erosion 
into the gastroduodenal artery or one of its major 
branches would precipitously reduce the hepatic 
artery blood flow. Hepatic artery spasm further 
reduces its flow. 

Another factor in hepatic hypoxia is that blood 
seemingly becomes more viscid at low flow rates, 
the usual axial distribution of cells at high pressures 
giving away to a tumbling, churning disorder. 
Furthermore, the liver offers increased resistance 
to flow of blood after hemorrhage. According to 
Blaylock, even moderate hemorrhage decreases the 
portal blood flow by more than half. 

The authors condemn the practice of withhold- 
ing transfusions in the pressure of hemorrhage in 
an effort to prevent further blood loss, and state 
that to willfully maintain low blood pressures in 
patients seems contraindicated and is equivalent to 
the control of hemorrhage by the maintenance of 
shock. The quantitative replacement of blood loss 
is necessary to bolster a reduced hepatic artery blood 
flow, and to prevent the low portal vein oxygen 
tensions which occur in shock as well as all of the 
general effects of reduced blood volume. 

In summary, it would appear that massive hem- 
orrhage from a duodenal ulcer will, if unchecked, 
reduce the blood flow through the hepatic artery 
selectively. This results in liver anoxia verging upon 
complete infarction. Early blood replacement and 
surgery (sub-total gastrectomy) are advised. Gen- 

eral anesthesia, in the presence of liver hypoxia, has 
been demonstrated to produce extensive liver 
necrosis, and for this reason regional or spinal an- 


esthesia is advocated.—T.P.B. 
* * * 


Myocardial Infarction 


Sedimentation Rate in Myocardial Infarction, By 
Milton Plotz, Am. J. M. Sc., 224:1, 23-26 (July) 
1952. 

Sedimentation rate is elevated in almost all cases 
of major myocardial infarction. It is the last com- 
monly employed sign of infarction to appear and 
the longest to persist. 

The author’s conclusions are based on observa- 
tions in 100 cases of proved myocardial infarction. 
The Wintrobe method for determination of sedi- 
mentation rate was used in most instances. 
‘Opinions differ as to the duration in time between 
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onset of the infarction and beginning elevation | { 
the sedimentation rate. In the author’s series, ¢'| 
rates within 24 hours were normal. Of 22 rates b. - 
tween 24 hours and 48 hours, 13 were high. Of 43 
cases between 48 and 72 hours, 40 were high. TI - 
maximum rate occurred between the third and se: . 
enth day, and in all cases, except those with se - 
ondary thromboses, it had started to decline by tl : 
eighth day. 

The degree of elevation of the sedimentation rai : 
had no relation to the severity of the illness. Hov- 
ever, a persistence in elevation of the sedimentatic 1 
rate correlated definitely with the clinical severi: 
of symptoms. In this series, a majority of rates ha | 
returned to normal by the 21st day. 

In 18 patients, the sedimentation rate remaine | 
elevated in spite of other evidence of recovery. 
Thirteen of these could be explained by extracardia. 
disease. In the remaining five, the rate remaine:! 
rapid to the 35th day, gradually subsiding thereafter. 
Ambulation was permitted in these cases by the 
42nd day. 

In three cases, the rate remained normal in spite 
of massive infarction. Cardiac failure was present 
in each case.—E.J.R. 

* * * 


Agammaglobulinemia 


Agammaglobinemia. By Ogden C. Burton, Pediat., 
9:6, 722-727 (June) 1952. 

The author reports an eight-year-old boy with 
complete absence of gammaglobulin with a normal 
total protein as determined by electrophoretic an- 
alysis. The child had repeated pneumococcal sepsis. 
He was unable to produce antibody for the pneumo- 
coccus with four antigenic substances used, and a 
positive Schick test persisted in spite of numerous 
attempts to reverse it with diphtheria toxoid. No 
antibody could be demonstrated following adminis- 
tration of thyroid vaccine in the usual manner, and 
his serum was negative for complement-fixing anti- 
bodies of epidemic parotitis after he experienced a 
typical clinical picture of the disease. 

Gamma globulin could be demonstrated in his 
serum after concentrated immune human serum 
globulin .was administered subcutaneously, and its 
gradual disappearance could be followed by electro- 
phoretic analysis over a period of six weeks. Since 
he has been receiving 3.2 gms. of gamma globulin 
monthly, he has been free of pneumococcal sepsis 
for more than a year. In the previous four years 
he had clinical sepsis 19 times with positive blood 
cultures for pneumococci 10 times—D.R.D. 

* * * 


Migraine in Children 
Migraine in Children. By Morris I. Michael and 
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CLASSIFIED ADVERTISEMENTS 


YOUNG DOCTOR WANTED to take over practice and 
equipment in town of 2,000. No competition. Eight miles 
from hospital. Write the Journal 8-52. 

FOR SALE—Library of medical books, white ename. 
folding table (examining), medical- instruments. Will sel 
reasonably. Write the Journal 9-52. 

FOR SALE—Trial case, refraction cabinet, ultra violet 
and other lamps, compressor and suction apparatus, spe- 
cialist cabinet, stools, chairs, tables and other items, foun- 
tain cuspidor, large selection of EENT instruments. Retir- 
ing. Write the Journal 10-52. 

FOR SALE—16-inch Castle electric sterilizer. Like new. 
Write the Journal 12-52. 


FOR SALE—Old gas sterilizer, 3 sections, gauze, instru- 
ment and water heater, serviceable condition, $35; Soren- 
sen suction pressure outfit, $40. Write the Journal 14-52. 

PHYSICIAN WANTED—Excellent opportunity available 
for draft exempt physician in modern western Kansas 
county seat town of approximately 2,000. Only young 
physician on temporary deferment until replacement can 
be found. Only two other elderly physicians in entire 
county of over 9,000 population, only one of these located 
in this city. Write the Journal 15-52. 

OFFICE AND EQUIPMENT AVAILABLE in Hutchinson. 
Deceased physician had fine practice. Write the Journal 
16-52. 

FOR SALE—Optical equipment, excellent condition, sur- 
gical instruments and office furniture. Write the Journal 
17-52. 


Nationally advertised Surgical Supplies and Equipment have been placed at Topeka, Joplin, Kansas City 
and St. Joseph for your convenience by — 


GOETZE 


NIEMER 


co. 


Management by Dr. W. F. Goetze, a member of the American Medical Association, assures intelligent servicing of your 


orders. 


PHARMACEUTICALS 
A complete line of laboratory con- 
trolled ethical pharmaceuticals. Chemists 


KA—9-52 


to the Medical Profession since 1903. 


THE ZEMMER CO., PITTSBURGH 13, PA. 


UNIVERSITY OF KANSAS SCHOOL OF MEDICINE 
Postgraduate Course in GASTROENTEROLOGY 


December 8, 9, 10 and 11, 1952 


Monday—Diseases of Gastro-Intestinal Tract 
JAMES B. FISHER, M.D., Internist, The Wichita 
Clinic, Wichita. 
CHARLES M. WHITE, M.D., Chief, Section of 
Radiology, The Wichita Clinic, Wichita. 
STEWART WOLF, M.D., Professor of Medicine and 
Head of Department, University of Oklahoma 
School of Medicine, Oklahoma City. 
SUBJECTS 
Structure, Innervation, and Function of Esophagus. 
Radiological Examination. Esophagoscopy. Benign 
Diseases of Lower Esophagus. Surgery of Esopha- 
gus. Physiology of Stomach and Duodenum. Gas- 
troscopy as a Diagnostic Procedure. Radiologic Diag- 
nosis of Disease of Stomach and Duodenum. Eval- 
uation of Gastric Analysis. Hazards in Diagnosis 
and Management of Gastric Ulcer. 


Tuesday—Peptic Ulcer 


KEITH S. GRIMSON, M.D., Professor of Surgery, 
Duke University School of Medicine, Durham, 
North Carolina. 

ERIC E. WOLLAEGER, M.D., Consultant in Medi- 
cine, Mayo Clinic, Assfstant Professor of Medicine, 
University of Minnesota Graduate School, Roches- 
ter, Minn. 

ROBERT M. ZOLLINGER, M.D., Professor of Sur- 
gery and Chairman of Department, Ohio State 
University School of Medicine, Columbus. 

SUBJECTS 
Office Management of Peptic Ulcer. Clinical Investi- 
gative Evaluation of Parasympatholytic Drugs. Sur- 
gery of Complicated Peptic Ulcer. Post-Operative 
Stomach. Clinical Aspects of Digestion and Absorp- 
tion in the Small Intestine. Pancreatic Function 


Tests. Fibrocystic Disease of Pancreas in Children. 
Pancreatitis, Acute and Chronic. Diagnosis and 
Treatment of Steatorrhea. 


Wednesday—Diseases of Liver and Biliary Tract 


WILLIAM E. RICKETTS, M.D., Internist, Chicago. 
RICHARD L. VARCO, M.D., Professor of Surgery, 
University of Minnesota Medical School, Minneap- 


olis. 
SUBJECTS 
Anatomy of Hepato-Portal System. Physiology and 
Liver Function Testing. Serum Iron Determinations 
in Liver Disease. Liver Biopsy. Infectious Hepatitis. 
Portal Hypertension. Cirrhosis of Liver. Cholecys- 
tography. Acute Cholecystitis. Common Bile Duct 
Surgery. 
Thursday—Diseases of the Colon 
THOMAS E. MACHELLA, M.D., Assistant Professor 
of Medicine and Chief, Gastro-Intestinal Section, 
Medical Clinic, University of Pennsylvania, Phila- 
delphia. 
WILLIS J. POTTS, M.D., Surgeon-in-Chief, Children’s 
Memorial Hospital, Chicago. 
WILLIAM C. SCHAERRER, M.D., Proctologist, Kan- 


sas City, Mo. 

ROBERT S. WALLERSTEIN, M.D., Chief of Psy- 
chosomatic Medicine Section of Neuropsychiatric 
Service, Winter VA Hospital, Topeka. 

SUBJECTS 
Radiological Examination of Colon. Evaluation of 
Rectal Bleeding in Adults. Bleeding from the Rectum 
in Infants and Children. Spienic Flexure Syndrome. 
Amebiasis. Congenital Megacolon. Ulcerative Co- 
litis. Psychosomatic Aspect of Abdominal Symptoms. 
Anorexia Nervosa. 


In addition to the guest instructors listed here. several members of the K. U. faculty will 
contribute to the program. 


: Panel discussions are scheduled for the closing hour each day. 
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Jonathan M. Williams, J. Pediat., 41:1, 18-24 (July) 
1952. 


Migraine is a syndrome composed of cephalgia, 
gastrointestinal upset and visual disturbances with 
the outstanding feature of periodicity. The etiology 
remains obscure. Balyeat and Rinkel reported that 
30 per cent of migrainous adults studied by them 
developed symptoms in the first decade of life. In 
this 30 per cent a definite history of allergy was 
found. Other authors don’t regard allergy as a sig- 
nificant factor, attributing the symptom complex 
to visual fatigue, television, bright sunlight and 
movies. Children wtih cyclic vomiting are often 
found in migrainous families and may grow up to 
have true migraine themselves. The electroen- 
cephalographic changes occurring in migraine have 
been studied and they did not appear like those 
found in epilepsy. 


The authors have studied 20 children who had 
typical periodic cephalgia, and in one child head- 
aches began at 214 years. Each case had a thorough 
neurological examination in addition to the general 
physical survey, fundoscopic examination for evi- 
dence of papilledema, and ear examination. Re- 
fraction errors were corrected. Routine skull x-rays 
were done, as well as electroencephalograms. Each 
child was observed for a minimum period of six 


nal of the Kansas Medical Society. 


months, to see response to therapy and also dete. - 


advancing symptoms of unsuspected brain tumo- 


The association of migraine and epilepsy was we . 


shown in five of the children. Children seemed + 
have attacks much more frequently than adult 
commonly two to three a wéek, and in one patier 
two to three times a day. 


Those children with associated convulsive seizur 
were given the accepted treatment, others were give 
antihistaminics, Benadryl, Thephorin or Pyribenz: 
mine. These were given at the onset of the attac 
to abort seizures. Two children were given ergot: 
mine tartrate orally or parenterally and three p: 


tients oral ergotamine tartrate, one mg. with caffein: . 


100 mg. These drugs were employed at the ons¢ 
of the attacks and in all instances would abort i 
However, it was observed that there was a tendenc 
for the headache to return after a period of abou: 
two hours. This secondary headache was best con 
trolled with aspirin. Four patients who had rather 
suggestive convulsive-like electroencephalographic 
tracings were given Dilantin 0.1 gms. up to four 
times daily, and in three of these patients it gave 
nearly complete freedom from attacks.—D.R.D. 


Patronize the advertisers who support the Jour- 
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SOUTHWEST CLINICAL 


30th Anniversary 
“COMMAND PERFORMANCE” 


OCTOBER 6-7-8-9, 1952 
Municipal Auditorium 
Kansas City, Missouri 


Oldest Clinical Society in the Midwest (See page 442) 


Physicians who have not received the September-Ocotber issue of the Kansas City Medical Journal, carrying the complete pro- 
of the ‘Command Performance,’ may secure a copy by addressing the Kansas City Clinical Society, 630 Shukert Building, 
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PROOF WITH ONE PUFF? 


So distinct is the difference between PHILIP Morris 
and any other leading brand, that we believe you 
will notice it with a single puff. Won’t you try this 
simple test, Doctor, and see? 


Take a PHILIP MORRIS and any other cigarette 


1. Light up either one first. Take a puff—get a good mouthful 
of smoke—and s-l-o-w-l-y let the smoke come directly 
through your nose. 


2. Now, do exactly the same thing with the other cigarette. 


=< 


You will notice a distinct difference between PHILIP MoRRIS and any other leading brand. 


PHILIP MORRIS 


Philip Morris & Co., Ltd., Inc., 100 Park Avenue, New York 17, N. Y. 
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Survey of Medical School Faculties 


A survey of medical school faculties, recently con- 
ducted by the Armed Forces Advisory Committee 
and the Association of American Medical Colleges, 
revealed many interesting statistics in addition to 
the information which was the primary purpose of 
the study, a determination of the number of faculty 
members available to the armed forces. Apparently 
medical schoolsare in no immediate danger of losing 
a significantly large number of faculty members. 

Teachers and research workers now staffing med- 
ical schools total 15,563, with approximately half 
receiving no direct payment for their work. Part- 
time staff members, about 11,600, outnumber the 
full-time staff, about 4,000, although they provide 
only two-fifths of the actual instruction time. Nearly 
14,000 of the total are physicians. 

Part-time employment practices varied sharply 
from school to school. One institution reported that 
part-time men comprised 95 per cent of the staff 
in number and accounted for 80 per cent of the 
teaching time, while another reported only six per 
cent part-time faculty, providing four per cent of 
the total instruction. Generally speaking, schools in 
heavily populated cities have a larger proportion of 
part-time faculty. 


In 1870 there were some 700 hospitals list2d in 


the files of the American Medical Association. T: - 
day there are nearly 8,000. Hospitals are the fifi) 
largest industry in these United States. 

At the turn of the century the average hospit 
stay per patient was between three weeks and 
month; the average stay today is less than seve 
days. . . Fifty years ago the hospital was a place « 
last resort; today it is a pulsating, dynamic, hume 
organism designed wholly in the interest of ti 
public-sick, ready to serve the community aroun 
the clock through the medium of its highly pr: - 
fessional staffs and scientific equipment modific 
as advances of modern medicine dictate—Dr. Edg. : 
C. Hayhow, addressing American Surgical Trade A - 
sociation. 


It is a provocative thought. . . that of the nin 
leading or first causes of death, tuberculosis is the 
only one that we possess the means to eradicate.—- 
Edward W. Hayes, M.D., Calif. Med., Dec., 1950. 


A new research fellowship at Mellon Institute has 
been established by Parke, Davis and Company for 
long-range studies emphasizing viruses and tumors, 
the institute recently announced. Scientists working 
under the fellowship will also investigate general 
problems in synthetic organic chemistry and chemo- 
therapy. 
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THE BROWN SCHOOL 


Four distinct units. Tiny Tots through the Teens. 
Ranch for older boys. Special attention given to 
educational and emotional difficulties. Speech, 
Music, Arts and Crafts. A staff of 12 teachers. Full 
time Psychologist. Under the daily supervision of 
a Certified Psychiatrist. Registered Nurses. Private 
swimming pool, fireproof building. View book. 
Approved by State Division of Special Education. 


BERT P. BROWN, DIRECTOR 
PAUL L. WHITE, M.D., F.A-P.A., 
MEDICAL DIRECTOR 
P. O, Box 4008, Austin, Texas 


THE LATTIMORE-FINK 


LABORATORIES 


El Dorado 
Kansas 


Topeka 


J. L. Lattimore, A.B., M.D., Pathologist 
A. A. Fink, A.B., M.D., Pathologist 

H. C. Ebendorf, M.T. Serologist 

A. C. Keith, B.S., Chemist 

L. W. Hull, A.B., Bacteriologist 
Walter Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 


Containers Furnished Upon 


Request 
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Antibiotic Division 
CHAS. PFIZER & CO., INC. 
Brooklyn 6, N. Y. 


world’s largest producer of antibiotics 


TERRAMYCIN 
ORAL SUSPENSION 
Both teaspcontui {$cc} contains 
my 


Tecramycin when dispensed o8 
On rererse side of inbel 


Broad spectrum antibiotic therapy 
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Medical and Surgical Supplies 
for Doctors of Medicine and 
Hospitals. 


Munns Medical Supply Co. 
512 Kansas Ave. 
Topeka, Kansas 


Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 
Artificial Limbs 


Trusses 
Abdominal 
Supports 
Elastic 
Hosiery 
Foot 
Supports 
‘cal Taylor Back Brace 
Made to Order 
orsets in Our Own Factory 
P. W. HANICKE MFG. CO. 
1009 McGee St. Victor 4750 


KANSAS CITY, MO. 
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Everything for the Laboratory 


Southwest Scientific 
Corporation 
LABORATORY SUPPLIES AND EQUIPMENT 
122 South St. Francis Street 


Wichite, Kansas 


Phone 2-0582 
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Most people find foods unappealing and insipid without salt. 
Ul Therefore, when salt restriction is indicated, the patient 
“ must be impressed with the importance of a salt-free diet and must 
: adhere faithfully to a rigid regimen. “With the development 
a of such preparations as Neocurtasal . . . the problem of palatability 
9 and a salty taste has been fairly well solved . . .”! 
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State House, 
Topeka, Xansas 


...dispels the shadow of Rickets 


Rem 


Even in America today, surveys of certain 
groups reveal a surprising incidence of rickets. 


To combat this danger, physicians 
realize the need for regular and 
reliable antirachitic measures. 


A potent and economical source of vitamins 
A and D, Mead’s Oleum Percomorphum has 
provided effective protection for millions of 
infants and children. For 17 

years, physicians have 

placed faith in it. 
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